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The Social Mission of the Church 
in the Hospital’ 


YOUR Excellency, Reverend Fathers, Venerable Sisters, 
and Guests of the Catholic Hospital Association of the 
United States and Canada: 

Father Schwitalla is a great friend of mine and he always 
takes advantage and makes use of friendship. He believes 
in putting it to the test, and that is perhaps the principal 
reason why I am here this afternoon, to assure him that I 
still have a little friendship for him, in spite of his insistence 
on my presence here this afternoon. 

The subject of “The Social Mission of the Church in our 
Catholic Hospitals throughout the Continent” is a most 
timely one and one that should interest especially the audience 
that now faces me. The mission of the Church in this world is 
to give honor and glory to God and to save souls. In order 
to accomplish that, the Catholic Church must be concerned 
with human society. Consequently, from its very beginning, 
the Church has been interested in all human activities, in 
education, government, capital and labor, and in all forms 
of endeavor that occupy human society. Her aim is to focus 
these efforts on the part of society to bring Christ’s ideas 
and principles into the working of these material conditions 
in human relationships. Only insofar as man succeeds in doing 
that can the Church accomplish her spiritual mission of 
saving souls with great efficiency. 

Man is made up of a soul and a body, human society has 
a “soul” and a “body,” and the doctrines of Jesus Christ and 
the teachings of the Catholic Church need a normal human 
process in which to work. The salvation of souls is difficult 
in stark poverty, in gross injustice, and in untrue and false 
forms of government that do not consider the basic prin- 
ciples of justice and charity which are necessary in human 
relationships in order that the teachings of Christ may have 
value and produce results. In fact, the social missions of the 
Church and her spiritual mission are entwined and interact 
with each other as the body and soul of man interact. 


Early Catholic Hospitals 

In this social mission of the Church the Catholic hospital 
comes under consideration, the first form of social activity 
in which the Church was interested. In fact, our Divine 
Master and Founder of the Church mingled that form of 
social activity with His preaching of the word of God 
throughout His public ministry. He told the Apostles to cure 
the sick as He did each day in His public career. From the 
earliest days of the Church the physical needs of man and 
the results of original sin in the human body were a cause 
of concern to the Bishops and the Priests and the early 
Christians. 

It is true, during the first few centuries when the Church 
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lived in the catacombs there was not much of a systematic 
development in hospitalization. It does seem true, however, 
that some of the homes of the Christians were dedicated to 
this purpose. After the days of Constantine, however, the 
development of the Catholic hospital began, and we find 
St. Basil developing what seems to have been modern hos- 
pitalization, dividing sickness into various classifications. St. 
Gregory speaks of having visited an institution for the care 
of the sick, and compares it with a little village for the 
sick. Through the centuries the Bishops of the Catholic 
Church have always been interested in the development of 
Catholic hospitals. Christian Faith depends for its develop- 
ment and exercise on a healthy, normal body. If we are 
doing all we possibly can do toward normal physical develop- 
ment we are making a contribution not only to the social 
mission but also to the spiritual mission of the Church. 

There are some fundamental teachings of Christ that are 
responsible for initiating the hospital movement in the 
Christian world. The fundamental doctrine is that of the 
love of neighbor. Christianity is not merely a theory. 


Precept and Example 


Christianity, in order to make an impression upon human 
beings, must not only enumerate principles but it must carry 
these principles into progress so as to show mankind the 
value not only from the standpoint of saving our souls but 
the value from the standpoint of normal, peaceful, Christian 
living here in this world. The dignity of the human being, 
which was conferred upon us by Christ’s Redemption on the 
cross, is expressed in the concrete by the self-sacrifice of 
the thousands of Sisters throughout the Catholic world who 
welcome the down-trodden, the sick, the blind, and the 
orphan, and show the non-Catholic world that they not only 
believe in the doctrine of the dignity of man with his eternal 
destiny, but that they are ready to make sacrifices in order 
to convince man of the authenticity of their belief by the 
sincerity of their practice. In order to make a contribution to 
the spiritual mission of the Church, it is vitally necessary 
that Catholic hospitals remain Catholic, that the Church and 
the Sisters in all of the ramifications of our modern hospital 
activity keep dominant in their motivation and their thinking 
the great purpose of achieving Catholicity in hospital service. 
The purpose of our Catholic hospital includes not only the 
curing of the sick, but also the contribution toward the 
salvation of the patient’s soul and directing it to its eternal 
destiny. In order to accomplish that and to maintain that 





spirit, it is necessary that the Sisters working in the hospitals 
be constantly conscious of these motives in their daily work 
and in their daily sacrifices; that in the administration of 
hospitals, Christian Catholic Moral Law and Ethics be 
strictly adhered to; that no compromise with principle be 
made in favor of anyone. Thus only shall we keep amidst 
the materialism of modern hospitalization, the spirit of Chris- 
tianity and the characteristics of Catholicity in our Catholic 
hospitals. 

I emphasize this point because I feel that the personnel 
in a hospital will be responsible and is largely influential in 
keeping the spirit and character of Catholicity in our hos- 
pitals. There is a tendency for all human endeavors, at the 
present time, to breathe in and to be affected by the 
naturalistic atmosphere in which we live. 


Christian Service 

Catholic education has been somewhat affected. Other en- 
deavors in the social field have been affected. It is vital that 
in the field of Catholic hospital activity we keep that beauti- 
ful Christian spirit of service and the motives of the honor 
of God and the salvation of souls as the inspiring sources of 
all of our endeavors in these institutions; so that men and 
women outside of the fold may plainly see the difference 
between acquiring help in an institution under Catholic 
auspices and in institutions under the auspices of the govern- 
ment or non-Catholic agencies. The people who are working 
in our institutions, the Superior and Administrator of the 
institution, must be women of great Christian training and 
character, of great Christian outlook so that she may impart 
that spirit to the rest of the Sisters. At times sound words 
of warning must be given to those who may be losing a little 
of the spirit and in this way the beautiful tradition of 2000 
years of Christian, Catholic hospitalization work can be 
maintained. 

Observe the Rule 

Canon Law prescribes directive procedures in the adminis- 
tration of hospitals and of institutions of all kinds and places 
them under the control of the Bishop of the Diocese, so that 
he may be acquainted with their workings and may guard 
against any infringements that might endanger faith or 
morals. In keeping this spirit of Catholicity, it is also neces- 
sary that each congregation of women live up to the consti- 
tutions and the customs peculiar to their religious order so 


that each hospital may take on a special characteristic but. 


may thus reflect the spirit of St. Francis or St. Benedict or of 
any other group or organization having its distinctive inspi- 
rations of spirituality. Sometimes I have found that the rules 
have been compromised by hospital Sisters. It may not be the 
best plan for the same community to conduct hospitals and 
grade schools, high schools, and colleges. Then, too, some of 
the older Orders, living under the old rules may find in our 
modern hectic and busy life that it is rather difficult for 
hospital Sisters to live up to the rules of their congregation. 
However, the spirit of these constitutions and rules should be 
observed and fostered because when a Sister sacrifices those 


for the sake of “modernity,” she is doing neither herself nor 
the patient much good. She must realize that the important 
thing is to live a supernatural and religious life and that we 
must not become so interested in techniques and administra. 
tion that we are ready to sacrifice the religious life in order 
to develop and maintain the techniques. The religious life 
must come first. That must be attended to for your own 
soul’s salvation. You will find that all technical and social 
services you give the patient in your daily routine will be 
performed much better if the predominance of the religious 
life is retained in the performance of your duty. 

It is true, I think, that the hospital Sister must save her 
soul through the service she gives to the people with whom 
she works and for whom she works. It is essential, therefore, 
that in such service there be reflected Christianity in all of 
its beautiful principles and spirit, because then every step 
that you take, every effort that you make is a supernatural 
act that will develop your supernatural character and will 
help toward religious perfection. Money and finances must be 
a necessary but a secondary issue. All hospitals were places 
of charity in the early days of Christianity. They were con- 
nected with cathedrals, churches, and large parishes, and the 
parishes and churches were asked to contribute toward their 
support. 

Teaching by Our Works 

You know of the wonderful influence that hospitals have 
in the mission countries. The Church, in order to impress the 
Chinese or the Indians with the sincerity of the teachings of 
Christ, asks our Sisters to erect hospitals, orphanages, 
leprosaria, in order to impress upon pagan people the law 
of the love of neighbor, which is not just something to be 
announced as a principle, but something that actually 
has been and is carried out in the human relationships 
between Christian people. 

Our hospitals in Canada and the United States must main- 
tain that note of Christian Charity if they are to be an 
influence on the non-Catholic world. Otherwise they will be 
just another place where we can regain our health. There is 
not any real reason why we should have Catholic hospitals 
if that influence on the part of Catholic hospitals upon our 
patients is lacking. Show them by your life, by your service, 
by your spirit of Christian charity that the teachings of the 
Catholic Church ring true; that these teachings are not a 
mere formulary or “front.” When your patients come under 
your hands, you shall be a great influence in impressing them 
with the truth of the teachings of Jesus Christ. When men 
become sick, they become sober and serious. At the same 
time, your Christian philosophy of life should be impressed 
upon them by your actions and by your conversation. When 
a man or woman enters a Catholic hospital, an influence must 
be exerted, an impression must be made, that is distinctive 
and that will render him or her more favorable toward the 
acceptance of the teachings of Christ and of His Church. 
We shall thus guard against the naturalistic atmosphere in 
which we are living and maintain in and for ourselves the 
realization of the original purposes of our Catholic institu- 
tions for the care of the sick. 


MEMBERS OF THE U. S. CADET NURSE 
CORPS, ST. VINCENT’S COLLEGE OF 
NURSING, SIOUX CITY, IOWA. THESE 
YOUNG WOMEN FROM IOWA, NE 
BRASKA, AND SOUTH DAKOTA GAVE 
UP GOOD POSITIONS TO ENLIST IN 

THE U. S. CADET NURSE CORPS. 
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The Personal. Mission of the Church 
in the Service of the Sick" 


MAY I start with a little boast. I think I am a little 
braver than a certain man named Pat. This man wanted to 
know, above all things, the place where he was, going to die, 
and when he was asked why he wanted to know where he 
was going to die, he simply said, “If I knew that place, I 
would never go there.” Well, I knew that I had a talk to give 
this afternoon and still here I am. By this, I do not wish to 
insinuate, that I am sorry, because the truth is I am very 
happy. I am very happy to be with you, to renew the old 
acquaintances. In the past, I was connected with hospital 
work and I did the best I could. Circumstances severed me 
from that work and circumstances have brought me back to 
that work. Once more I am very happy because the work of 
a hospital is perhaps one of the most active agencies of 
Catholic action. I am particularly happy because there is 
one short message that I wish to convey to you. 

As you know, there has been in Canada a Bishops’ Com- 
mittee to look’ after hospital affairs. I would like to express 
to you the mind of that Committee. It wants, by all means, 
that the Catholic hospitals of Canada remain closely united 
to the Catholic hospitals of the United States, that it exercise 
some independence only insofar as strictly Canadian problems 
are concerned. Nevertheless, I am somewhat on the spot by 
the introduction made by Monsignor Healy, for which I 
thank him, and also for the subject I am called upon to treat. 
It was suggested to me, by Father Schwitalla. Had I had my 
choice, I would hgve taken something easier; but he suggested 
that it may be helpful to you, so I had no alternative. 

Your Excellency, Mr. Chairman, Right Reverend Mon- 
signori, Reverend Fathers, Reverend and dear Sisters. 
and Friends, the solicitude the Catholic Church has 
had for the sick or has for the sick, the zeal she shows for 
the dying, the claim or the right that she plays in the hospital 
field sometimes puzzles those who are not of our faith, 
oftentimes, more or less, puzzles some of our Catholics. Not 
knowing the spirit that animates her activities, they misjudge 
her and attribute to her unworthy motives. They ignore the 
real character of the Church, that she is one, with Christ; 
that she has been commissioned to continue on earth His 
work; that she has a personal mission, that of caring for the 
sick. Now, because you, as nursing Sisters, are entrusted with 
that personal mission of the Church because your work is 
becoming, daily, more difficult, more painful, you need to 
understand something of the greatness and the magnitude of 
your calling. You need to be prompted by the spirit of 
genuine charity. In order to help you, it might be well to 
recall certain truths that might enlighten your minds, move 
your hearts. It might help you to study the doctrine of the 
mystical body of Christ, to review the love of Our Lord for 
the sick, and to draw the conclusion that this study contains. 
So, if you will, we will try to do this briefly. Since his 
ascension to the Throne of St. Peter, our present Holy 
Father has reminded, frequently, the faithful of their dignity 
as children of God, of their responsibilities as brothers of 
Our Lord, of their duty to regenerate our ailing world, as 
members of the Church. 


Christ’s Mystical Body 
He has given us, last year, one of the most beautiful letters, 
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that on the mystical body of Christ. In it, with all the keen- 
ness of his powerful mind, with all the piety of his saintly 
soul, he endeavors to cause the beauty of the Church to shine 
with a new brightness. To manifest the glory of the spiritual 
nobility of her children, to urge all to a greater, to a more 
generous cooperation in the work of the Redemption, with 
a Master’s hand he outlines the fundamentals, without omit- 
ting the details that contribute to the perfect picture. He 
establishes with Saint Paul, that, though many, we form one 
body with Christ, that this one body is perfect, organically 
constituted, possessing a principle of life, and that that body 
has but one head, and that that head is Our Lord Himself. 
According to the words of the Apostles, “Himself” is the 
head of that body, that is to say, the Church. He analyzes 
the intimacy that exists between that head and the members. 
He shows that the head is not independent of the members 
any more than the members are independent of the head, 
that they are both inter-dependent. Evidently, it is easy to 
understand that the members need the help of the head for 
“Without Me you can do nothing,” Our Lord has said; but it 
sounds rather strange to hear that the head needs the help 
of the members. Still, so it is. No doubt, Our Lord could 
have provided otherwise; but, in order to honor His Spouse, 
He has made her the recipient of His merits and has made 
her the distributor of His graces. Although it is rather 
mysterious, this is a fact. The conversion of many souls 
depends upon the prayers and mortifications of the Church, 
depends upon the cooperation of the pastor and the faithful 
with the action of Christ. 

In that letter, finally, the Holy Father proved with his 
infallible authority, along with the authority of St. Paul, 
that the Church is Christ and from the teaching of the 
intimacies between the head and the members, of the oneness 
of the head and the members, he draws this conclusion: That 
the work of the one is the work of the other; that the mission 
that Our Lord inaugurated, whilst on earth, is the mission 
that the Church has to perpetuate in the centuries to come. 
Now, in order that there might not be any misunderstanding 
as to what this mission is, or rather who the members of 
this body are, who the Church is, Our Lord Himself under- 
took upon Himself to instruct us. There is a scene that took 
place on the Mount of Olives, a scene that we like to con- 
template, but the full meaning of which very few stop to 
realize. You can easily picture that scene to yourself, the 
scene that took place before the Ascension of Our Lord. 
Our Lord is there with the Apostles close to Him with His 
Disciples about Him, He speaks to them open-heartedly. But 
just before ascending into Heaven, He looks at them with 
that penetrating look of His, full of kindness and also full of 
authority; and He gives them this extraordinary command, 
“Go ye, teach all nations.” Now, if you read the scriptural 
text carefully, you will notice that Our Lord makes no dis- 
tinction between the Apostles and the Disciples; that He 
speaks to them all and to all He says, “Go ye teach, go ye 
convert the world, go ye make God known. loved, and 
served; go ye save souls; go ye and fulfill the mission that 
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I am giving you, to continue My work.” Because we do not 
stop to weigh the difference between teaching and preaching, 
we are apt to understand by the duty of teaching, something 
that is reserved solely to the pastors; in fact, we are inclined 
to identify the Church with the pastor. No doubt, the Bishops 
with the Pope are the divinely constituted custodians of the 
integrity of the Christian faith and morals, but they are not 
the whole Church. You who were represented in the person 
of the Disciples have received the same mission as the suc- 
cessors of the Apostles, have received the mission of teaching 
by the kind and opportune work, by the good example just 
as the pastors have to teach that way. All have a mission 
to teach, each according to his vocation. The method may 
change, but the duty remains the same for all, and this lesson 
is brought home to us, my dear Sisters, by the insistent 
appeals of the religious authorities to Catholic Action which 
is defined, the Apostleship of the Laity, cooperating with and 
under the jurisdiction of the Hierarchy. Consequently being 
the Church as well as anyone else, you have the duty of 
teaching, that is to say of carrying on the mission of Our 
Lord in this world. 


Our Mission 

Now what is this mission? Well, our little catechism taught 
us that Our Lord became man, that He might become our 
Redeemer and Saviour; and, in order to save souls, He taught 
the doctrine, enthused the weak and the weary, and by His ex- 
ample He multiplied the external acts of charity, particularly 
in favor of the sick. Indeed, His overflowing zeal makes Him 
welcome. He allows the repulsive lepers to draw close to Him, 
and sends them away cleansed. He listens to the hideous 
perhaps but surely sad stories, of the paralytic; and to the 
one from Capharnaum He commands to rise and go home. To 
the centurion, He promises to heal his servant according to 
his faith; and to the helpless one, who for 38 years had 
watched the agitated waters restore health to the speedier, 
He says “Arise and walk.” Yet, He showed the same zeal 
toward the blind, the dumb, and the deaf; and, also, toward 
all the miseries of the insane; even in order to cure a poor 
and aching heart, He goes so far as to restore life to the 
dead. That same kindness, consequently, He has shown to all. 
Our Lord loved the sick to such an extent as to identify 
them with Himself, “Because you have visited the sick, you 
have visited Me; but because you have not ministered unto 
the sick, you have not ministered unto Me; therefore, go ye 
cursed.” 


The Church and the Sick 

The love of the sick and the care of the sick was so much 
a part of the life of Our Lord that the Church, which is 
Christ on earth, has made it a part of herslf, of her own life, 
as history proves. St. Peter and St. Paul began their ministry 
by curing the lame man of Jerusalem; and the question that 
is asked of our Bishops before their consecration, “Will thou 
take a special care of the poor and the sick,” has been an- 
swered by faithful devotedness to the sick — in the earlp cen- 
turies by annexing to the Bishop’s house a hospice, and later 
on by confiding the care of the sick to the religious orders. 
Since the 12th century by creating, erecting, and supervising 
Hotel Dieus, that is to say, God’s hotels for the sick so much 
so that all the modern efforts to better the ailing may be 
traced back, away back, to the activities of the Church. 
Today, as in the past, the Church is still the prolongation of 


the presence of Our Lord with the same duties to and the 
same zeal for the sick; and today, she fulfills her mission 
through the nursing orders. You, in this instance, are the 
Church. You have the task of saving souls by nursing bodies, 


.Your Cooperation 

Our Lord called you to your special vocation because He 
wanted you to be more active members of His Mystical 
Body. He granted you special graces in your religious training 
to generate in you His spirit and transform you into more 
efficient cooperators in the work of His Redemption; just 
as He saw in the hideous forms of the lepers, and in the 
stiffened limbs of: the paralytic and in the miseries of the 
insane, just as He saw in them immortal souls, so He wants 
you to perceive in your patients, no matter how repulsive, 
no matter how trying, no matter how selfish, He wants you 
to perceive in them souls that are all beautiful, bearing the 
very image and likeness of God. Just as He was moved to a 
most compassionate love for souls, so He wants you to love 
with a zeal that won them to Him, so He wants you to love 
them to an extent that you will count nothing for fatigue 
and humiliation, and thereby draw them closer to Him. 
If you allow the difficulties of the time to discourage you, the 
insistent pain of the work to depress you, the apparent use- 
lessness of your efforts to dishearten you, your whole per- 
spective will be changed. The patient will not be any longer 
an end in itself, the patient will become a means to an end, 
a means to exercise your ability and satisfy your natural 
taste, a means to pay off the mortgage on your hospital or to 
modernize your building, a means to compete favorably with 
secular organizations, a means to draw unto yourself human 
praise for your cleverness and your good administration. As 
a necessary consequence you will become impersonal and 
formal. You will become hard, probably unjust, but surely 
most exacting from the poor. Your aim will be nothing but 
useless human appreciation, human reward; you will be 
losing your time because you will have lost the genuine spirit 
of Our Lord, because you will have become natural instead 
of supernatural in your outlook; whereas, if you are guided 
by the spirit of faith, if you identify the patient with Our 
Lord Himself, you will find in your nursing or in your charge, 
an unfailing source of generosity that will prompt you to 
make the greatest sacrifice with a smile on your lips. If you 
see in the tortured features of your patient the sad sweet face 
of Our Lord asking you for help, you will spare nothing to 
relieve him. You will even be grateful for imperfections, the 
faults and the selfishness of your patients because you will 
see in them so many crosses that Our Lord is handing out 
to you and asks you to carry. You will see in them blessed 
opportunities to practice humility, patience, self-forgetful- 
ness, devotedness; and for these acts of virtue you will know 
that you will be benefiting the souls of your patients as well 
as enriching your own souls with merit, making your own 
souls more Christlike. , 

Now, my dear Sisters, may you remember this. The Church 
is Christ on earth. You are the Church as much as anyone 
else. The mission of Our Lord is the mission of the Church, 
and the mission of the Church is your mission. To accomplish 
it properly, you must be animated with the spirit of Our 
Lord; and if you have that spirit, you will not only satisfy 
the desires of your heart that prompted you to choose to 
become Religious, but you will help the Church to fulfill her 
personal mission, that of caring for the sick. 
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The Role of the Hospital in the 
Rehabilitation Program’ 


POPULAR and professional interest in rehabilitation has 
been greatly increased by the war emergency that brings to 
public attention the extent of disabilities in our population 
and the part the physically impaired can play in the pro- 
duction work of the nation. The critical shortage of man- 
power which has drawn thousands of handicapped men and 
women with all types of impairments into our working forces 
has taught us some valuable lessons. We have learned how 
prodigal we Americans have been in our waste of human 
resources. We have discovered that a disability need not 
debar from productive usefulness in many occupations. We 
have re-evaluated the vast number of persons whose abilities 
can be utilized by removing the obstacles to their employ- 
ment. And we have revised our services to effect their 
placement in remunerative employment. 

These new concepts of disablement and rehabilitation are 
a significant development in our social and economic thinking, 
to be translated into action by a well rounded program of 
vocational rehabilitation designed to meet war needs and to 
continue beyond the interests of war into the years of peace. 


Objectives of Rehabilitation 


Rehabilitation has been defined as the restoration of the 
handicapped to the fullest physical, mental, social, vocational, 
and economic usefulness of which they are capable. The 
objective of the program is to reconstruct the disabled and 
develop their skills and capacities so that they can work, in 
normal competition. The dimensions of the problem are 
estimated in terms of all handicapped persons whose employ- 
ability can be improved; stressing not the mere earning of 
a livelihood as the final goal, but the reincorporation of the 
disabled as creative and responsible members of society. 
Thus, our program extends aid to veterans with non-service- 
connected disabilities; selective service rejectees; merchant 
seamen; workers injured in industry; persons injured by 
home, highway, and agricultural accidents; and the large new 
group of persons disabled each year by chronic diseases. 


Extent of the Problem 


Although the limited data now available do not afford us 
an exact figure for the number of disabled persons needing 
. Physical restoration before employment, we have been able 
to estimate the need in its broad proportions. 

The National Institute of Health estimated in 1935 that 
there were approximately- 23 million persons in the United 
States with physical impairments. Of these there were 16 
million between the ages of 16 and 64, evenly divided 
between the sexes. In the male group, somewhat mo@e than 
6 million were capable of employment with selective place- 
ment; another million and a half needed rehabilitation to 
make them employable; and upwards of 500 thousand’ were 
so seriously disabled that their employment possibilities 
would be very limited éven after rehabilitation. Since only 
one fourth of the female population in this age group was 
in the labor force, it is very hard to ascertain what the needs 
of women for rehabilitation may now be. 

Furthermore, reports of the Bureau of Labor Statistics 
reveal that about 800 thousand persons are disabled by in- 
dustrial accidents annually; 100 thousand being so severely 
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injured each year as to require rehabilitation services before 
they can be profitably employed. The total number of persons 
disabled by other accidents and by chronic diseases each year 
whose employability is affected is, at present, indeterminate. 

For the current year, the active case load of persons re- 
ceiving rehabilitation services under our program is 91,000. 
The States estimate this number will rise to 110,000 with 
the fiscal year 1945 beginning in July. Although these figures 
are the symbol of a greatly accelerated tempo, they are but 
a prologue to the tasks and possible accomplishments before 
us. 

Beginnings of Legislation 

The rehabilitation of the civilian disabled was first recog- 
nized as a legal obligation of government in the passage of 
the Vocational Rehabilitation Act of 1920. The Social 
Security Act of 1935 carried the stabilizing provision for a 
continuous service. With this legislation, all forty-eight 
States, the District of Columbia, Hawaii, and Puerto Rico 
undertook a vocational rehabilitation program which,. though 
limited in funds and services, restored 210,000 persons to 
employment prior to July, 1943. 

The results of these pioneer years, representing but a small 
inroad into the potential case load of disabled persons, are 
meaningful in discovering the working tools needed and in 
furnishing a sound basis of experience in rehabilitation on 
which to build a broader, stronger program. 


Recent Legislation 


Recognizing the limitations of this legislation and the 
unmet needs of the disabled, as well as their potentialities as 
an untapped reservoir of manpower, the Congress last July 
enacted the Vocational Rehabilitation Amendments (Public 
Law 113, 78th Congress). known as the Barden-LaFollette 
Act. It should be noted that Congress also enacted at the 
same session Public Law No. 16, under which the Veterans 
Administration Facility will administer a separate program 
for the rehabilitation of veterans with service-connected 
disabilities. 

Under the provisions of our Act, the sole responsibility 
for the administration. supervision, and control of the 
program rests with the State Boards of Vocational Education, 
each having a Division of Vocational Rehabilitation, and the 
State Agencies for the Blind. The Federal office. which is 
known as the Office of Vocational Rehabilitation, is a con- 
stituent unit of the Federal Securitv Agency. It is responsible 
for (a) the certification of federal funds as grants-in-aid to 
the States; (6) the establishment of standards in the various 
areas of service; and (c) technical assistance to the States. 
All services necessary to render disabled persons capable of 
engaging in remunerative employment or to render them 
more advantageously employable are now available. These 
include: medical and surgical care, hospitalization. physical 
therapy. occupational therapy. prosthetic appl‘ances, voca- 
tional counseling and training, maintenance during training, 
and placement in employment. Fortunately, the Act has been 
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so written that the State rehabilitation agencies can include 
the mentally disabled as well as the physically disabled. Thus 
we shall be able to provide psychiatric care for mental dis- 
abilities and for persons with physical disabilities complicated 
by the presence of psychiatric difficulties. 

Specific provision has been made for the blind and for war 
disabled civilians, defined as members of the Citizens Defense 
Corps, Civil Air Patrol, Aircraft Warning Service, and mer- 
chant seamen injured in line of duty. The Federal Govern- 
ment assumes the entire cost of administration of the State 
programs. The cost of medical examinations, medical and 
surgical treatment, vocational training, and other similar 
services is shared by the Federal and the State Governments 
on a fifty-fifty basis. Total expenditures for rehabilitation 
services for war-disabled civilians will receive full Federal 
reimbursement. Grants-in-aid to the States for rehabilitation 
services are governed by actual requirements and the amount 
of State funds available for matching purposes. 

The State vocational rehabilitation agencies have had 
limited experience with the provision of medical and surgical 
care in the reconstruction of disabled persons because they 
were limited to vocational counseling, training, and furnishing 
prosthetic appliances as the only services for which Federal 
aid was available prior to the recent expansion of the pro- 
gram. The present program reaches out to all public and 
voluntary health agencies in the country which have a contri- 
bution to make to vocational rehabilitation. Most of the 
physical restoration services will in fact be carried out in the 
voluntary and public hospitals. Rehabilitation experts have 
long said “never train around a disability that can be 


remedied.” It is in physical and mental reconstruction that 
hospitals will have their most important function. 


Eligibility Requirements 

In order for a disabled person to be eligible for vocational 
rehabilitation, the individual’s disability must be (1) an em- 
ployment handicap, (2) statis (relatively stable), and (3) 
remediable. Pre-determined financial need with regard to 
physical restoration services must naturally be taken into 
consideration. The word “static” is intended to differentiate 
the vocational rehabilitation program from a general medical 
care program for acute illnesses and from a program for the 
long-term care of chronic illnesses. The patient’s disability 
must be remediable by treatment which is limited to 90 days 
of hospitalization and to a “reasonable period” of treatment 
as an ambulatory patient. The “reasonable period” of am- 
bulatory treatment will, of course, vary for different condi- 
tions. The State agencies will be in a position to provide care 
in a convalescent or nursing home subsequent to hospitaliza- 
tion, and this will not be counted toward the limitation of 90 
days of hospital care. 

In a program of physical restoration, it is essential that 
the highest possible standards of professional care be utilized. 
The State rehabilitation agencies will be encouraged to enlist 
the best qualified physicians and surgeons and the leading 
public and voluntary hospitals for the job. The problem of 
establishing standards for the selection of hospitals has been 
studied carefully. Consideration has been given to the wide 
variation in the quality of professional staffs, administration, 
and facilities of hospitals in various communities in all the 


ws - ~ 4 ‘a 9 
deed * 


a 


‘a 
+6 > o". 1 
eu dads SS he ‘ 


a " 


THE SISTERS’ INTER-HOSPITAL CHOIR AT THE TWENTY-NINTH ANNUAL CONVENTION OF THE CATHOLIC 
HOSPITAL ASSOCIATION, KIEL MUNICIPAL AUDITORIUM, ST. LOUIS, MO., SUNDAY AFTERNOON, MAY 21, 1944. 


HOSPITAL PROGRESS 





requ 
for 

luxu 
sup] 
use 

ical 

dere 
hosp 
S} 
pros 
Offic 
desi 
out-] 
reim 
Chil: 
Crip 
metl 
nece 
by S 


TI 
cate 
what 
the 1 
city 
assur 
some 
gard 
inclu 


polici 
coorc 
and | 
*Pay 


tion,” 
St. Lo 


July, 


States and Territories. As a result, the State rehabilitation 
agencies are required to establish standards on the basis of 
which they will determine the hospital facilities to be utilized. 
In the review and approval of State standards for hospital 
facilities, the Federal Office will, for the present, be guided 
by the list of hospitals approved by the American College of 
Surgeons. In view of the complicated medical and social prob- 
lems of vocational rehabilitation cases, it has been recom- 
mended that preference be given to hospitals larger than 100 
beds with well developed surgical and specialty services, 
medical social service, physical-therapy, and occupational- 
therapy departments. It has also been urged that, if at all 
practicable, preference be given to hospitals which afford 
approved residency training in the particular specialty in 
which the patient is seeking treatment. The Federal office 
favors the purchase of medical and hospital care at rates of 
payment adequate to obtain the most competent care. 


Standards of Care 

In the purchase of hospital care, the State agencies are 
required to use the inclusive-rate method. The per-diem rates 
for ‘hospital care must include: 1. bed and board in non- 
luxury accommodations; 2. routine nursing; 3. drugs and 
supplies; 4. casts; 5. all other in-patient care including the 
use of operating rooms, laboratory, X-ray, anaesthesia, phys- 
ical therapy, occupational therapy, and other services ren- 
dered by individuals who receive any remuneration from the 
hospital for such services. 

Special provision is made for items such as blood donors, 
prosthetic appliances, special nursing, and special drugs. The 
Office of Vocational Rehabilitation believes that it is a 
desirable policy for state agencies to purchase in-patient and 
out-patient care at rates based upon the calculation of 
reimbursable costs similar to the method now in use by the 
Children’s Bureau in the Maternal and Child Health and 
Crippled Children’s Programs. The adoption of the identical 
method of purchasing hospital care will go far toward un- 
necessary duplication in reporting by hospitals and in auditing 
by State agencies. 


Facilities Inadequate 

Despite an ever-increasing investment in providing cus- 
todial care for patients with physical and mental disabilities, 
the available facilities are not nearly sufficient. The need for 
continued efforts to provide more adequate medical and hos- 
pital care and for research in preventive measures has long 
been recognized. We now have at hand, a program designed 
to rehabilitate disabled persons and to restore them to a 
position of usefulness in the community. This is not only 
humanitarian work, but it is also a sound economic invest- 
ment by government. In restoring a disabled person to the 
human dignity of independence in productive work, the State 
lifts the individual and his family from despondency and in- 
difference into contented, self-respecting citizenship. Through 
the employment of the disabled, society benefits from the 
utilization of talents and abilities we cannot afford to waste. 
And there is a further tangible benefit in the lessened burden 
of public relief. 

Hospitals should welcome such an opportunity to cooperate 
in a nationwide program of rehabilitation. In addition to pro- 
viding physical restoration services for clients of the State 
rehabilitation agencies, hospitals are encouraged to refer pa- 
tients in need of vocational rehabilitation to appropriate state 
agencies. The benefits are therefore reciprocal. Post-hospital 
rehabilitation is an extension of the hospital’s interest in 
follow-up care and should be recognized as a new and 
valuable form of social service. 

There is one further service in which hospital staffs have 
great opportunity to aid the disabled. Rehabilitation is more 
than a medical problem and includes, as well, the less tangible 
factors of spirit arid mind. The doctrine of “not what is gone, 
but what is left” must motivate recovery and form the basis 
on which restoration is undertaken. In the adjustment to 
disability, while preparing for a life that will sometimes be 
more difficult because of a physical handicap, mental peace 
must be attained. And throughout the whole processes of 
treatment and convalescence there must be a sense of a 
directed objective, which is “hope” expressed in another way. 


General Postwar Policy of 
Voluntary Hospitals’ 


THE broad title for the paper assigned to me would indi- 
cate that I might have some deep, inside information as to 
what the policies of voluntary hospitals are going to be after 
the war, and probably is the result of a general idea that 
city planners have some strange, visionary powers. This I 
assure you is not the case. We have, however, formulated 
some very general, realistic and fundamental policies in re- 
gard to over-all post-war planning which, of course, must 
include the large and important items of public health, 
hospitals, and the organized care of the sick. 

Therefore, while this paper may fall short of complying 
with the full scope of the subject assigned, I would like to 
discuss our experiences and conclusions to date, with partic- 
ular emphasis on the real necessity for developing definite 
policies in post-war hospital planning, of doing the utmost to 
coordinate all facilities and services for the care of the sick 
and prevention of disease with all other types of physical, 
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social, and economic improvements, on a community-wide 
basis. 
Plans Based on Needs 

This is city planning in its broadest sense and is not 
visionary nor unrealistic. The techniques are not obscure and 
the methods of analyzing community problems of rehabilita- 
tion for, not only the clearance of slums and improvement of 
living conditions, but for better work and recreation oppor- 
tunities and for the more comprehensive care and welfare 
of the individuals are fairly clear. Hospitals and related insti- 
tutions, like every other type of civic improvement, must be 
developed entirely around the needs of the people they are 
to serve. 

It is not necessary to extend discussion on this point as 
we are all generally familiar with the large number of civic 
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improvements which in the past have been developed on 
selfish interests. I do not refer only to hospitals but to the 
over-all developments of any of the large communities of this 
country. It is perfectly true that many of the haphazard 
conditions which now exist through lack of planning were 
created partly by the phenomenal growth of our country, by 
the urgency of meeting immediate necessities and, to some 
extent, through lack of understanding of the principles of 
community development. It is also a fact, however, that in 
many instances the improper location of community services 
and inadequacy of the facilities are due to the personal 
interests of self-serving groups. This, as you all well know, 
has resulted in the necessity of constant rebuilding, difficulties 
in making adequate services available to the community and, 
in so many cases, the overlapping and duplication of efforts 
which are extremely wasteful of financial resources and 
human endeavors. 

It is with the knowledge gained by the experience of the 
past and with complete confidence in the future that we now 
welcome the opportunity of devoting our efforts to post-war 
planning. This is what our young men and women in the 
armed forces are fighting for and if we do not shoulder and 
carry out our responsibilities in this work here at home, we 
shall have utterly and inexcusably failed them. 


Studying Trends 

I have a very healthy respect for the magnitude of the 
fundamental questions which must be resolved prior to the 
development of definite post-war plans for hospitals and 
health services. These questions, naturally, are not only 
basically important to the development of plans but will have 
a very significant influence upon the policies of our voluntary 
hospitals and public institutions as well. In city planning we 
are asked, over and over again, many general questions which 
apply to hospital planning, such as: What will be the trends 
in population redistribution, based on social and economic 
conditions, work opportunities and transportation? What 
effect will airplane travel have on the decentralization of 
population toward suburban residential areas? Will air travel 
have a reverse effect upon hospitals, making ‘the city medical 
centers more readily available to outlying communities? What 
will the trends be in medical care: more old-fashioned family 
physicians using smaller community hospitals or a greater 
demand for specialization and more comprehensive institu- 
tions? How will the various types of prepayment plans 


recently developed and others now in formative stages affect” 


our facilities for the care of the sick? How far can we go 
in combining community institutions and services for pre- 
ventive medicine, public health, out-patient medical care, 
hospitals, sanitation, and other related services? What are 
workable communities and what is the basis for the sphere 
of influence of various types of institutions? 

No standardized techniques nor uniform criteria are at 
present available on which to base the solutions of these 
various questions nor with which the proper location, size, 
and scope of institutions for various communities can be 
determined. Very definite and satisfactory steps, however, 
have been taken toward the determination of these principles 
by large groups of far-thinking physicians and hospital ad- 
ministrators, architects and engineers, business and financial 
leaders, and many civic-minded persons who are extremely 
conscious of the need for a more scientific and realistic 
coordination of all community planning. 


Cooperation of Public and Private Agencies 
It seems to me that one of the most important decisions 
that has been reached by all groups interested in this field 
is that there must be a real effort on the part of private 
enterprise and government to understand the objectives to- 
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ward which each should be working as a common goal and 
to support and integrate each other’s plans. All fields of civic 
improvements are so large and so essential for the general 
welfare that it seems unnecessary for government, voluntary 
agencies, and private enterprise to be in competition one with 
the other. Each has its definite responsibilities and services 
to provide at various economic levels, whether it be medical 
care and public health care, transportation, rehousing and 
rehabilitation, education or any other form of general im. 
provement. Many of our hospitals need replanning and 
rehabilitation; some are parts of blighted areas to the extent 
that they must be relocated, but an ever-vigilant and ener- 
getic group of hospital administrators and organizations such 
as yours, have seen to it that none of them constitute 
“slums”. If the plans of each group are not coordinated and 
are not designed so that there is a complete articulation of 
the entire program, we are bound to have a continuation of 
competing systems, resulting in unnecessary and expensive 
overlapping and duplication. 

With this uppermost in the minds of the leaders in this 
field in New York City, the Hospital Council of Greater 
New York has undertaken, as its major project for this year, 
the development of a Master Plan of Hospitals and Related 
Facilities. The membership of the Hospital Council is unani- 
mously behind this proposition and, composed as it is of 
persons interested in all phases of hospital care, all types of 
institutions from the largest to the smallest voluntary hospital 
and the City hospital system, it seems to me that this sets 
an excellent example of the possible mobilization of serious- 
minded planners in working toward the one objective of a 
completely coordinated hospital system, designed adequately 
to meet the minimum standards of medical care for the 
various communities comprising Greater New York. 


A Master Plan 


The City Planning Commission which, among other im- 
portant functions, is charged with the responsibility of 
developing a complete Master Plan for the City, requested 
the Hospital Council to undertake this project and has offered 
full cooperation with a complete understanding of the joint 
responsibility of the City and the voluntary hospital system 
in preparing a comprehensive program for future hospital 
construction. - 

In general, the scope of a Master Plan of Hospitals and 
Related Facilities for any large community should show all 
existing hospitals and institutions for the care of the sick 
which shall have been determined to be satisfactorily located 
and which provide adequate facilities and distribution of 
clinical services for the communities to be served; existing 
hospitals and institutions which are satisfactorily located but 
require certain modifications and additions; all proposed new 
facilities which shall be deemed to be desirable and which. 
in addition to existing facilities, will make adequate provision 
for a comprehensive plan of hospitals together with recom- 
mended locations for each, with sufficient detail to provide 
a complete understanding of the services to be contained 
therein. Such a master plan must necessarily take into con- 
sideration all the basic factors of community planning such 
as population distribution and trends, economic and social 
characteristics; property uses and future land developments 
as indicated by scientific zoning; transportation, arterial high- 
ways, and other features for the adequate movement of the 
population in their daily travels; other community services 
such as health centers, settlement houses, schools, and other 
proposed improvements; neighborhood developments and ad- 
ministrative district systems, all of which must be combined 
in such a way as to provide for improvement of the general 
health, convenience, comfort, and welfare of the population. 
Such a plan must be sufficiently flexible to lend itself to 
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modification from time to time to meet either the changing 
conditions of the general community plan or fo provide for 
advancement in medical science and public health programs. 
The objectives of such a master plan should be to furnish 
the community at large with a very important element of the 
total master plan and to insure a coordinated development 
of all related improvements. The implementation of such a 
plan would be to furnish a very necessary guide to the con- 
tinuation or abandonment of existing facilities, rehabilitation 
and reconstruction of obsolete institutions, and to the ideal 
relocation and allocation of new facilities. Such a plan would 
form the basis for the ultimate development of a well- 
rounded program of facilities for the care of the sick and 
related public health programs and should greatly assist in 
preventing errors in selecting sites for such institutions, over- 
building, duplication, undesirable competition, and other in- 
herent mistakes which are the result of a lack of planning 
and the unnecessary waste of limited resources for these 


purposes. 


No Needless Surveys 

The approach to the solution of this problem is developing 
extremely interesting techniques and methods for use of 
available data relating to the health and medical problems of 
the community. It was thoroughly agreed that no additional 
surveys or long-drawn-out research projects were necessary 
to obtain the desired information. Sometimes in our work at 
the Planning Commission and the Hospital Council I wonder 
how New York has survived the stupendous number of 
surveys, analyses, and many clinical investigations to which 
it has been subjected over the past years. Certainly, old 
Father Knickerbocker must have a very healthy constitution 
to have withstood all the probing, radiological examinations, 
blood tests, psychoanalyses, and neurological investigations 
as to what makes him tick, to come through to the pomt 
where, in my opinion, a minor operation of face-lifting is 
all that is required for his rehabilitation. The staff, therefore, 
have been instructed to avoid the semblance of another 
survey in their work and to proceed immediately to employ 
every type of information available for integration in a 
definite, affirmative plan of action. 

Our great hospital system must be rehabilitated and the 
enormous amount of deferred maintenance, replacement of 
obsolete facilities and other improvements must be. under- 
taken as soon as men and construction materials are available. 
In order, therefore, to furnish intelligent guidance and to 
proceed with assurance in planning these facilities, it is essen- 
tial that not one moment be wasted in unnecessary research 
or development of additional investigations. To this extent, 
we have advised all the hospitals of the City concerning this 
project, have enlisted their cooperation, and will shortly issue 
bulletins from time to time to keep them advised as to 
developments. In this connection, it is interesting to note 
that the White Paper of the British Ministry of Health en- 
titled, “A National Health Service,” emphasized the fact that 


the backbone of the whole project and the proper administra- 
tion of medical services is, what they call, “The Hospital Area 
Plan,” which is definitely similar to our proposed Master 
Plan. It concedes that the plan is being developed under 
purely voluntary auspices with no legal authority to force an 
unwilling hospital to comply with the details of the hospital 
program. We likewise recognize the same limitations in any 
such Master Plan as will be developed by the Hospital 
Council but it is our thorough conviction that if the complete 
plan can be fully substantiated and justified by all supporting 
data upon which it is based, it will have significant influence 
with the City government in making appropriations toward 
the construction and operation of municipal institutions and 
with all the large fund-raising organizations and philanthropic 
foundations which make substantial contributions for con- 
struction and operating deficits of our voluntary hospital 
system. In this way we are sure that the effect of an 
intelligent Master Plan will eventually bring about the dis- 
continuance of unsatisfactory institutions and will greatly 
assist in the advancement of the establishment of new, 
desirable facilities. 

In the meantime, both the City and voluntary hospital 
systems are progressing with definite plans for immediate 
post-war construction of those projects which are urgently 
required and which for many obvious reasons would be 
automatically included as a part of the Master Plan. 


Extensive Public Building 

The City’s program for the Department of Hospitals calls 
for an expenditure of approximately 100 million dollars for 
which 4% million dollars has actually been appropriated for 
the preparation of plans and specifications. These projects 
range all the way from replacement of obsolete mechanical 
installations and small alteration jobs, through the compre- 
hensive rehabilitation of many units of the larger institutions, 
and the construction of four new 500-bed general hospitals 
The program is designed to meet the City’s responsibilities 
in providing for the needs of the indigent sick with consider- 
able emphasis on out-patient services, tuberculosis and 
chronic-disease facilities, and replacement of obsolete build- 
ings through extensive modernization plans. 

This program is not just a list of projects nor preliminary 
architectural sketches but is actually in the working-drawing 
stage. Plans for more than 30 per cent of the entire amount 
are now completed and on the shelf ready for immediate 
construction when men and materials are available. The re- 
mainder is progressing rapidly through the architectural and 
engineering services of the Department of Public Works and 
the employment of private firms of architects and engineers. 
Since 1935, the City has completed construction of 15 health 
centers in an ultimate program of one such building for each 
of its 30 health-center districts. In addition, 10 substations 
were also built, all in areas of sub-standard health conditions. 
Ten new centers are now planned or in preparation together 
with 9 additional substations. This outstanding comprehensive 
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program of district health administration has been adopted 
as a part of the official Master Plan of the City and will be 
completed as soon as possible after the war. 


Voluntary Plans 

In addition to the City’s own Billion Dollar Program, a 
cross-section survey of a small percentage of business con- 
cerns and private institutions discloses that these agencies are 
preparing plans for improvements totaling 1% billion dollars, 
of which 35 million will be expended by voluntary hospitals. 
All projects in these programs have been thoroughly reviewed 
as to their essentiality to the community. Each will provide 
many jobs for demobilized service men and war workers. 

These programs, because of their very size and usefulness, 
afford the best possible prevention against unemployment and 
long periods of planning requiring relatively few highly 
skilled workers during which time the larger groups of 
building-trades workers and the men back of them in the 
mills and shops must accept public made-work employment. 


Existing Systems Recognized 

These proposed post-war improvements are not predicated 
on revolutionary changes in our social and economic systems. 
They are not designed for an unrecognizable America. They 
are not based on visionary schemes of complete rebuilding of 
our communities. They are not dependent upon fantastic 
fund-raising or other unusual financial arrangements. 

They are fundamentally sound because they are based 
primarily upon the continuation of our present systems; the 
coordination of government and voluntary efforts in the hos- 
pital and health fields; and the confidence of the people of 
this country that organizations such as this great association 
and the individuals who compose its membership and who 
render unselfish services to the sick are going to continue 
their efforts toward constant improvements in these services 
and in meeting the real need of bringing the country’s full 
resources to bear upon reducing ill-health and promoting good 
health in all its citizens. 


Resident-Staff Problems’ 


THE hospitals of the United States may be justly proud of 
their contribution in this war. They have rendered faithful 
and efficient service to the sick and injured of the nation and 
although handicapped by shortages of personnel, equipment, 
and supplies, they have succeeded by skillful management, in 
meeting the increased demands of the wartime period. Their 
accomplishment in the face of many difficulties is a tribute 
to the loyalty and devotion of those who serve the sick. 


Demand Always High 

One of the major problems confronting hospitals today is 
the continued shortage of interns and resident physicians. To 
understand this situation more fully, let us review briefly the 
growth and development of internships since 1914 when the 
first list of approved hospitals was published by the American 
Medical Association. In that year, there were 508 general 
hospitals approved by the Council, 2667 internships available, 
and 3594 medical graduates. Only 2527 appointments were 
made, however, indicating that 30 per cent of the medical 
graduates did not seek hospital training. Internships continued 
to increase as hospitals found a growing need for the services 
of interns not only to fulfil the educational requirements of 
the Council and the standardization program of the American 
College of Surgeons, but to keep pace with the rapid progress 
of medical practice and the introduction of new methods of 
diagnosis and therapy. It was not until 1926, when 4727 
internships and 3962 medical graduates were reported, that 
hospital facilities began to exceed the number of students 
graduating each year. Since that time, there has been a con- 
tinuous growth of internships not only through the qualifica- 
tion of additional hospitals, but also by. the expansion of 
educational services in some of the institutions previously 
approved. By 1941, the internships totaled 8100; the number 
of medical graduates 5200. 


Interns Imported 
At first glance, it would seem that the shortage of house 
officers in recent years might be attributed mainly to this 
apparent overproduction of available internships. It should 
be noted, however, that the size of the graduating class does 
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not under ordinary conditions, determine the number of 
interns engaged in hospital service. In 1939, for example, when 
there were 5089 medical graduates in the United States, the 
approved hospitals reported a total of 7448 interns actually 
on duty. The number of unfilled positions at that time was 
317. Similarly in 1940, when there were 7998 approved 
internships, the hospitals reported only 344 vacancies. Ob- 
viously, many of these appointments were held by second-year 
interns and to some extent, by applicants from medical 
schools of Canada and other countries. It is apparent from 
this analysis that under normal conditions, we need to provide 
internships far in excess of the number of medical students 
graduating each year. Referring to the figures of 1939, it will 
be seen that the ratio of interns to medical graduates in that 


-year was 1.46 to 1. 


Need Large, Supply Small 

The shortages of house officers did not reach serious pro- 
portions until about three years ago. Then the curtailment of 
second-year internships began, the influx of foreign graduates 
diminished, the longer internships were generally reduced to 
one year, more interns were required in federal hospitals, and 
gradually some of the institutions began to appoint additional 
interns to’ compensate for the loss of resident physicians. 
Thus, in addition to the general shortage affecting all hospitals 
there occurred a further problem of unequal distribution. 
Through the Hospital Number of The Jotirnal of the Ameri- 
can Medical Association in 1942 and 1943, appeals were made 
to all hospitals requesting their cooperation in maintaining a 
uniform and equitable distribution of interns in relation to 
the clinical and educational functions of the various institu- 
tions. This, it was recognized, would involve a reappraisal of 
the internship requirements of hospitals not only from a 
numerical point of view, but also in relation to individual 
duties and assignments. It was also requested that appoint- 
ments be limited to actual minimum needs, keeping in mind 
that as a general rule, the ratio of house officers to patients 
should not exceed one intern to 600 annual admissions. 
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With the establishment af the accelerated program of medi- 
cal education, it soon became evident that graduations every 
nine months integrated poorly with the one-year internship. 
As a result, wasteful overlaps occurred during which the 
educational returns to the house officer were minimal. Further 
complications developed when the needs of the armed forces 
became so acute that the Surgeons General of the Army and 
Navy decided to limit the hospital training of medical reserve 
officers to a maximum of 12 months. Hospitals were then 
faced with the prospect of operating with no house officers 
beyond the internship level except for women and physically 
disqualified men. 

The 9-9-9 Program 

The Procurement and Assignment Service, charged with the 
responsibility of providing medical officers and at the same 
time retaining sufficient doctors to preserve adequate care for 
the civilian population, met these problems through the allo- 
cation of quotas under the 9-9-9 plan of internships, assistant 
residencies, and residencies. This plan has achieved: 1. a 
more equitable distribution of house officers in the interest 
of improved medical and hospital care of civilians, 2. the 
maintenance of at least a partial house staff at the assistant- 
resident and resident level and, 3. a more rapid supply of 
young medical officers for the Army and Navy than would be 
available under a 12 months’ internship with no further 
deferments. 

The 9-9-9 program which became effective January 1, 1944, 
created an internship of nine months’ duration for medical 
graduates holding a reserve commission, an assistant residency 
of nine additional months for one third of this group, and a 
further residency of nine months available to one sixth of the 
commissioned officers. Quotas were established for each state 
and for hospitals within the states. In general, eagh hospital 
was allotted about 60 per cent of its number of interns and 
residents actually on duty in 1940, as shown in the reports of 
the Council on Medical Education and Hospitals of the 
American Medical Association, and the records of the Ameri- 
can College of Surgeons. Allowances were made, however, for 
increased patient loads, teaching obligations and other signifi- 
cant factors. It should be noted that in comparison with the 
year 1940, there was an average of 14 per cent more hospital! 
admissions throughout the country in 1943. Accordingly. 
quota adjustments for increased patient loads were made 
only when hospitals showed an increased admission rate in 
excess of 14 per cent above the 1940 report. Hospitals with 
1943 admissions of 10 per cent more than in 1940 had their 
quotas computed as if there had been a 4 per cent decrease 
in patient load. The state office of the Procurement and 
Assignment Service was permitted to make certain minor 
adjustments which seemed warranted in individual cases, but 
was urged to depart as little as possible from the original 
quotas. 


Supply from Latin America 

Recently it was announced that returning medical officers 
need not be counted in intern and residency quotas for a 
period of nine months, and that Latin-American physicians 
seeking hospital appointments in this country will not be 
included in the quotas at any time. Speaking of this action. 
Dr. Victor Johnson, secretary of the Council on Medical 
Education and Hospitals, has said: “This ruling should do 
much to facilitate the hospital training of Latin-American 
physicians, who are coming to this country in increasing 
numbers for internships and residency training. Until recently, 
the educational and professional ties of many Latin-American 
countries were firmer with European centers of medicine than 
with the institutions in the United States. The decline of 
learning and science, including medical education, in Europe 
during the war, will tend to increase the importance of the 
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United States as a center for advanced training for years after 
the war. Schools and institutions here have escaped not only 
the physical destruction of war, but the even more damaging 
effects of the intellectually sterile philosophies of the fascist 
countries. After the war, we may expect to be host to many 
more Latin American physicians who will turn to the United 
States rather than to Europe. This tendency deserves the full 
support of the profession in this country, which will share in 
a mutually beneficial exchange of ideas and the cementing of 
lasting inter-American friendships.” 


Supply Services 

The introduction of the quota plan required in many in- 
stanees a shifting of house-staff personnel and a reorganization 
of educational services. It is of great credit to the National 
and State Procurement and Assignment Service, the hospitals, 
medical colleges, staff physicians, and interns and residents 
involved, that these changes were accomplished promptly and 
with relatively little difficulty. At the request of the Procure- 
ment and Assignment Service, the Council on Medical Educa- 
tion and Hospitals served as a clearing house for hospitals 
with unfilled quotas and for interns and residents seeking 
hospital appointments. At weekly intervals since November 
12, 1943, lists of hospitals needing interns and resident 
physicians have been published in The Journal of the Ameri- 
can Medical Association. To date, more than 500 hospitals 
have been listed with essential data regarding location, bed 
capacity, annual admissions, name of superintendent, and 
number of interns and residents required. This service has 
been effective in meeting the needs of many institutions and 
applicants. It will be continued as a means of assisting hospi- 
tals as well as interns and residents in obtaining house staff 
appointments. Requests for the listing of hospital vacancies 
should be forwarded to the Council on Medical Education and 
Hospitals, 535 N. Dearborn St., Chicago 10, Illinois. 


Reorganization of Duties 

The problem involved in the reorganization of educational 
services was met by hospitals in a variety of ways. Some of 
the hospitals simply reduced the number of house officers on 
each service while others accomplished the same purpose 
either by eliminating certain assignments or combining 
specialty services with the major divisions of medicine and 
surgery. The same pattern was generally followed in the 
reduction of length of training, yet many variations occurred 
in relation to individual hospitals and assignments. A number 
of hospitals changed from straight services in medicine or 
surgery to a rotating schedule. This not only broadened the 
training of individual house officers, but contributed also to 
the adequacy of medical care. Some of the larger hospitals 
have pooled their quotas with smaller institutions. In this 
way, a greater number of house officers may be appointed by 
the larger hospital which ordinarily has less difficulty in 
attracting suitable applicants. The smaller hospital benefits by 
obtaining intern coverage which it might not otherwise have 
been able to secure. The consolidation of internships is also 
a means of strengthening the educational service of smaller 
institutions, especially if affiliations are maintained with uni- 
versity centers or other large hospitals having well organized 
training programs. 

Although internships have been reduced to nine months in 
conformity with the accelerated program of medical educa- 
tion, there is still some difficulty in adjusting hospital intern- 
ships to the various periods of graduation. By careful plan- 
ning, however, usually it will be possible to stagger appoint- 
ments in such a way as to insure reasonable continuity of 
intern service from year to year. To assist hospitals in 
relation to future appointments, the Council published in The 
Journal of the American Medical Association, March 25. 
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1944, a list of medical schools showing graduation dates for 
1944 and 1945. 


The Hospital’s Responsibility 

The reduction in length of internships has imposed greater 
responsibility on hospitals to insure that maximal educational 
benefits will be derived. This requires, first of all, that the 
internship be viewed primarily as an educational function. 
Although service to the hospital is also an important consider- 
ation, there should be no tendency to exploit interns in 
non-educational duties. Every effort should be directed toward 
the professional training of the intern in order that he may 
receive adequate preparation for military service and subse- 
quent medical practice. His assignments should be so organ- 
ized as to provide broad experience in the major divisions of 
medicine and a thorough training in modern medical tech- 
niques. It is important that hospitals maintain a program or 
schedule that will enable house officers to progress systemati- 
cally from one service to another. Such a plan should be 
instituted even if only one or two interns are employed. 
Otherwise, the internship may become a series of indis- 
criminate assignments based largely on institutional rather 
than educational needs. 

Excessive case loads should be avoided, for if interns are 
submerged in a multiplicity of routine procedures, the quality 
of educational service will be greatly impaired. Assignments 
should, therefore, be kept within such bounds as will insure 
efficient medical care, a sound educational program, and 
adequate protection of the intern’s health. 

When hospitals operate with a shortage of house officers, 
it may become necessary for the medical staff to take over 
some of the duties ordinarily assigned to interns and residents. 
Some of the routine procedures, however, can often be shifted 
to qualified nurses and technical personnel so as to conserve 
the time of house officers and attending physicians. 

Staff supervision is still the most important single factor 
in the success of an intern training program. Every effort 
should, therefore, be made to maintain effective bedside teach- 
ing, conferences, and other essential educational activities. 
The Council has indicated in its standards that the medical 
staff, either as a whole, or by departments, should conduct 
periodically and at least once a month, staff or departmental 
meetings in which the work of the various clinical or labora- 
tory services is thoroughly analyzed. This regulation is suffi- 
ciently flexible to afford hospitals reasonable latitude in 


developing or reorganizing staff meetings or departmental.- 


conferences in accordance with administrative and educa- 
tional needs. 


Regarding Necropsies 

Apparently, the loss of medical personnel and the reduction 
in house staff has affected the ability of some hospitals to 
maintain a satisfactory necropsy program. If in any of these 
institutions the deficiency in pathologic material cannot be 
corrected, the quality of educational service will be seriously 
impaired. Necropsy performance has long been regarded as 
an index of the scientific attitude of the staff. It reflects a 
desire to elevate the practice of medicine, an eagerness for 
scientific accuracy, and a recognition of pathology as a sound 
basis on which to build clinical knowledge. One of the most 
important educational functions in hospitals is the correlation 
of clinical and pathologic studies. It is strongly urged. there- 
fore, that hospitals with low necropsy rates should immedi- 
ately exert every effort to obtain sufficient material for 
instruction. In most hospitals the responsibility for obtaining 
necropsy permits is assigned directly to the interns and resi- 
dent physicians on the private and ward services. In some 
instances, however, it has been found advantageous to central- 
ize this function under the direction of the chief resident 
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physician or other members of the house staff who have 
displayed special ability and tact in meeting problems of this 
type. Regardless of the method employed, the ultimate success 
of the necropsy program will depend upon the wholehearted 
cooperation of the medical staff, administrative officers, and 
other hospital personnel. 

It is essential that a necropsy permit be requested on all 
deaths, private and ward, for each service should contribute 
its share to the educational program. Individual departments 
should likewise provide a minimum of fifteen per cent in order 
that an adequate variety of pathologic material may be avail- 
able for teaching purposes. Obviously, when one service fails 
to supply the requisite amount, an added burden must be 
placed upon other departments if a satisfactory rate is to be 
maintained for the hospital as a whole. 

To insure that post-mortem examinations are requested 
on all deaths, the house staff should be required in each in- 
stance to file a report in the superintendent’s office — either 
a signed permit or a notation why the necropsy was not 
obtained. This procedure has been extremely helpful in many 
hospitals by revealing causes of failure and any uncooperative 
attitude that may exist among the medical and hospital per- 
sonnel. Naturally, it also stimulates the interns and residents 
to greater effort. As a further aid in maintaining an adequate 
and well balanced necropsy program, it is suggested that a 
report be prepared each month showing deaths and necropsies 
classified by services and also by physicians. Corrective 
measures can then be instituted quickly whenever deficiencies 
are noted in any of the departments. Necropsy performance 
should not be regarded as an exclusive function of the intern- 
ship; it has equal usefulness in the continued education of 
the medical staff. Even in the absence of house officers, there- 
fore, the hospital should not abandon its efforts to obtain 
permission .for necropsy studies. The attending physicians 
should lend their full support and personally assist in pro- 
curing permits. If a hospital is temporarily without the 
services of a pathologist, arrangements should be made to 
obtain Coverage from an outside source, particularly in rela- 
tion to pathologic conferences, necropsy, and tissue studies. 

Simplifying Record Keeping 

The shortage of house officers has accentuated the difficul- 
ties in maintaining adequate medical records. When interns 
are not able to cover the entire hospital service, it usually 
becomes necessary for the attending physicians to complete 
some of the clinical charts either by supplying a copy of their 
own office records or by furnishing new information while the 
patient is still under hospital care. Hospitals can usually 
assist in this matter by providing dictaphones or stenographic 
assistance. Some have also found it advantageous to employ 
senior medical students as externs to assist in the preparation 
of clinical records. Under present conditions, it may be nec- 
essary to “streamline” medical records in order to conserve 
the physicians’ time. By summarizing all positive and essential 
negative findings, it should be possible to prepare a brief 
history and physical examination that will justify the diag- 
nosis and subsequent hospital treatment. Progress notes can 
likewise be limited to entries describing changes in treatment 
and condition of patients. The use of condensed record forms 
should receive careful consideration, especially in relation to 
clinical services that are not included in the training program. 
Some of the abbreviated forms, if prepared in duplicate, will 
also serve as a convenient method of completing office records. 
Extreme care should be exercised that modified forms may 
not interfere with the use of clinical records for research and 
educational functions. 


Looking to the Future 


Though we are concerned with present hospital and educa- 
tional problems, let us not forget the challenge of the future 
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—the responsibility of providing further training for return- 
ing medical officers. It is anticipated that thousands of young 
physicians whose hospital training has been interrupted by 
the call to military service, will be seeking advanced training 
after the war. The Council on Medical Education and Hospi- 
tals has undertaken a study of post-war graduate medical 
educational facilities as one of its major responsibilities. The 
report of its initial study was published in the Journal of 
the American Medical Association, January 1, 1944. This 
study indicates that constructive planning is already under 


Medical Practice 


THE invasion of new ideas into a people singly or in 
groups is a slow process. The defense against a new idea 
is a strong wall of resistant and already accepted ideas, 
consolidated by their past history and environment. In 
controversial subjects the truth is difficult to establish be- 
cause the old will not have itself modified by the new nor 
will the new grant that the historical and developmental facts 
of the old are capable of being integrated into the new. As 
a result, there is a stalemate and progress is hindered. Con- 
servatism is often a hindrance to progress in any field, such 
as politics, business, or medicine. Conservatism may, how- 
ever, act as a balance wheel by keeping progress from 
becoming too rapid and thereby ending in catastrophe. 


Medicine is Conservative 

Medicine, by its long history and development, has always 
been more conservative than perhaps is good for it. Some 
physicians, however, ignoring the past, become ultra-liberal, 
as do politicians and many lay people, who under the guise 
of altruism wish so to modify medical practice and do it so 
rapidly that the process becomes revolutionary in many ways. 

You may now ask, what has this conflict between conserva- 
tism and radicalism to do with the practice of medicine by 
a hospital? How well we know today that. the invasive forces 
in medicine, politics, and economics, if they have their way. 
would enter the domain of hospital practice and probably 
change the practice of medicine in or by the hospital. 

At this point we might ask what is a hospital. We will all 
agree that it is a building architecturally arranged for the 
care of the sick. The individuality and the real essence of 
the hospital is within and is not its architecture. Many years 
ago I visited a hospital in Denmark. The building was one 
hundred and fifty years old, but when I entered, the hospital 
was modern in every respect. 


Medicine and the Hospital 

The question naturally follows: “What is a modern hos- 
pital?” The answer is clear-cut. A modern hospital is so 
organized and arranged and so equipped on the inside and 
so departmentalized that it has become a diagnostic center, 
a therapeutic center,-and a teaching center (not necessarily 
connected with a medical school) and the sum total of these 
activities has made it a rehabilitation center for the sick and 
injured. In order to reach this high quality of service, it 
has had to follow the rapid changes in medical knowledge 
and adapt itself to these developments. In order to maintain 
this high standard of excellence, it is necessary to remember 
that no hospital is licensed by the state or government to 
practice medicine. The whole personnel of a hospital is 
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way and that hospitals are anxious to cooperate to the full 
limit of their facilities. These studies are being continued not 
only in relation to hospital services, but also to determine the 
possible demand for post-war graduate training. The success 
of this undertaking will depend, in a large measure, on a 
continuation of the excellent cooperation extended by hun- 
dreds of hospitals which have been keeping the Council in- 
formed of their post-war plans. To all of us has come a new 
challenge, a new opportunity to serve the youth of American 
Medicine. 


by the Hospital’ 


Charles Hugh Neilson, M.D. 


maintained to aid in the care of sick people by aiding the 
licensed, carefully chosen physicians practicing in the hos- 
pital. I cannot tell you at this time what the qualities of a 
good physician are, but often a license to practice medicine 
gives license to practice many things not in conformity with 
the licensed standards of medicine as practiced in a modern 
hospital. 

It is difficult to separate the practice of medicine im a 
hospital from the practice of medicine by a hospital. The 
practice of medicine im a hospital really means that the whole 
routine of diagnosis, treatment, and rehabilitation are to 
be in the hands of a licensed medical personnel. The assump- 
tion of medical prerogatives by supervisors, private nurses, 
and floor nurses is unwise and dangerous. The nursing per- 
sonnel of any hospital should not give orders, direct treat- 
ment, or countermand orders without the knowledge and 
consent of the physician in charge. It is conceivable that 
experienced nurses may have a broad knowledge of medical 
things and often they overstep and reach out into the field 
of medicine which is not their essential field. A hospital that 
permits non-medical personnel to guide the destinies of sick 
people is practicing medicine. 


Diagnostic Services 


Let us now turn our attention to another problem in 
hospital administration. We refer here especially to the X-ray 
and the laboratory of clinical pathology and tissue pathology. 
If a hospital employs a director of roentgenology or a director 
of laboratory, including pathology, who is not a physician and 
charges for his service and the revenue for this service is 
added to other hospital funds, it is practicing medicine. I 
know many of you are frowning at this statement. I per- 
sonally believe the X-ray and laboratory departments should 
be considered on a par with any other department in the 
hospital and have at their head a physician who is an expert 
in his field. All the technicians in these departments should 
be under the direction and supervision of the heads of these 
departments. Why do I make this statement? The findings 
of the X-ray and laboratory departments are an essential 
part and an important part of the clinical calibration of a 
sick patient and cannot be separated from the facts deter- 
mined by the history, physical examination, and opinion of 
the physician. Why call these department service departments 
which the hospital should maintain for the proper and 
practical treatment of the sick? 
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Professional Services 

This latter fact, that is, the consideration of the X-ray 
and laboratory departments as ancillary services to the 
hospital has grown up because the practice of this type of 
physician is really different from that of the non-laboratory 
physician. His practice almost entirely is sent to him by other 
physicians, since sick people do not know when they need 
X-ray or laboratory work and are sent by their doctor to 
these men. Medical laboratory experts and X-ray experts 
should be on a par with any physician who practices in a 
hospital and should act as consultants in their special field. 
I well realize that I am treading on a dangerous, controversial 
subject. The Radiological College of America, and, to some 
extent, the American Association of Clinical Pathologists 
have made pronouncements that it is unethical for medical 
technical experts to be employed by a hospital, and be paid 
a fixed salary or paid by a commission. I cannot agree with 
this statement, as it seems to me that it is right and just 
that the departments of X-ray and laboratory should be an 
integral part of a hospital whatever financial arrangements 
are made with the hospital. These financial arrangements, 
that is, the paying of the X-ray expert or the laboratory 
expert a fixed salary or a commission, is the basis for the 
charge that this scheme is unethical. They feel that the 
charges made for laboratory and X-ray services over and 
above the salaries paid to the medical experts should not 
be used to carry on other hospital projects. Of course, the 
hospital should be paid for the rent of the buildings or rooms, 
for the heat, light, and the non-medical technicians, for the 
upkeep and depreciation of the department; and the excess 
profits from these laboratories should be placed in a fund 
from the proceeds of which these departments may be en- 
larged as needed and may be equipped with all the modern 
necessities for laboratory and X-ray. If a plan such as this 
were carried out, I feel sure that no medical organization 
would have an objection to this financial arrangement. Such 
a financial solution in the departments of X-ray and labora- 
tory should satisfy these groups. 


Medical Ethics 
Is it unethical to pay a fixed salary or a commission to 
these medical technical experts, as is the custom in many 
hospitals? I feel that the addition of the funds over and 
above payment of these experts added to the general hospital 
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funds is no more unethical than the funds accruing to the 
general hospital funds from a large department of surgery, 
such as a charge for the operating room, anesthetic fee, and 
many other extras. The same thing might be said of any 
department in a hospital where funds are added to the 
general funds of the hospital. 

It seems to me that any physician, or group of physicians 
who, for any reason, insist that their specialty should be 
separately maintained, is violating the long, well established 
principles of medical care, and I feel that a reasonable 
arrangement made with any medical expert in the hospital 
is not violating a common-sense viewpoint of medical ethics, 
although it may violate the code of ethics written and 
advocated by special groups. 

Any limitation or restriction by medical specialists js 
limiting and restricting the hospital services to the sick, and, 
after all is said and done, the long unselfish history of 
medical practice whose whole object is the medical welfare 
of sick people must be continued along the same broad, 
generous lines. 

What is unethical is difficult to decide. Many things which 
were formerly considered unethical in many fields of en- 
deavor are today considered ethical or at least are tolerated. 
Some of you hospital administrators will say that many of 
your X-ray and laboratory technicians have passed their 
specialty boards and yet they are not physicians and they 
belong to the non-medical group of hospital personnei. 


In the Smaller Hospital 

Up to this point I have been discussing the large, well 
equipped hospital which is able to have all the essentials for 
good medical practice carried out by physicians. Let us now 
turn our attention to the small or smaller hospitals which 
are not so fortunate in location or size as to have a complete 
medical personnel to carry out their service to humanity. I 
grant you that the small or smaller hospital is a distinct 
part of the medical service to people in our country. Many 
of these hospitals cannot afford or cannot find licensed 
medical physicians to direct their laboratory and X-ray 
departments and must rely on non-medical technicians, under 
the direction of the general practitioner. Today there are 
many technical schools which are educating and graduating 
well equipped medical technicians in every department, who 
are quite capable of carrying out and performing the technical 
work in X-ray clinical pathology and tissue pathology. How- 


_ever, they must not and should not be allowed to interpret 


the findings and pass these on to the physician. These well 
qualified technicians have not a sufficient background in 
pathology and chemistry to interpret findings safely, and they 
should never give an opinion to the practicing physician. It 
is conceivable that in these hospitals the control of these 
non-medical technicians should be supervised by some well 
qualified physician. I realize that this complicates and limits 
their activities, but it is the only safe and sane way to 
practice real scientific medicine. It is conceivable that, soon 
after the war, a definite arrangement might well be made. 
that is, the large hospitals in the urban centers might have 
certain spheres of influence. In other words, the X-ray 
specialist and laboratory specialist in these hospitals might 
be called as consultants in these small hospitals. In fact, I 
think this plan is being considered by certain organizations. 
If this plan could be carefully worked out, the small hospital 
would then have available, in the radiologists and clinical 
pathologists of the centers, experts who would interpret lab- 
oratory procedures and give opinions to their physicians — 
in other words, act as consultants. I am firmly convinced that 
new ideas and still newer developments will force physicians 
to lay aside, in some measure, their preconceived prerogatives 
and grant to the invasive forces now dominant in the many 
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fields a just cooperation and follow this up, with a just 
consideration of the needs and problems confronting all 
hospitals and particularly the small or smaller hospitals. 


For Consideration 


In conclusion, let me say, 

1. I have tried in this discussion to make my points clear, 
but I fear that perhaps they are still cloudy and unsettled. 

2. According to some of the statements I have made, it 
might be thought that I am not entirely in accord with the 
principles and code of ethics of the American Medical Asso- 
ciation. I wish to inform you that I am heartily in favor 


of the principles and code of ethics of the American Medical 
Association, but I believe that the time has come when the 
code of ethics should be broadened and modernized to fit the 
changing conditions that are developing in the practice of 
medicine. 

3. I am firmly convinced that elastic viewpoints will ac- 
complish more than non-elastic viewpoints based on past 
inheritances. 

4. I am also firmly convinced that unless medical societies, 
medical associations, and hospitals iron out their own differ- 
ences, someone else will write the working conditions for 
physicians in general. 


Volunteer Services’ 


I. A Solution of Personnel Problems 


THE indebtedness of the hospital to the volunteer service 
can be best expressed by saying with complete sincerity that 
the volunteer service has rescued the hospitals when they 
were threatened with temporary or partial cessation of their 
function on account of the personnel problems incident to 
the war. If it had not been for the volunteer service, it would 
have been impossible to maintain an adequate nursing service, 
an adequate administrative, dietetic, and technological service 
in our institutions for the care of the sick during the period 
of the most acute personnel shortages. The hospitals grate- 
fully acknowledge their indebtedness to the hundreds of 
thousands of volunteers who have so freely given their time, 
their interest, and their energy in order that our communities 
might maintain their hospital service on even approximately 
the level of their prewar efficiency. What is even more sur- 
prising is that in many sections of the country, the hospitals 
were called upon to carry loads of responsibility that were 
far in excess of those which they were ‘called upon to carry 
during peace time and they have been enabled to give such 
service because of the unselfish and generous sacrifice by the 
volunteers. 

These volunteers approached their functions and responsi- 
bilities timidly, cautiously, and even humbly but, as often 
happens when a real cause is presented for action, the 
volunteers threw themselves into their work with a determi- 
nation to carry it through. And carry it through they did 
with surprising success, with amazing resourcefulness, and 
with a wholehearted devotion. I do not wish to imply that 
these traits can compensate for technical and professional 
capacity but I do wish to state emphatically that, given a 
minimal basic training, the volunteers have shown that many 
of the responsibilities in a hospital which we have been 
accustomed to associate with technical and professional work, 
can be entrusted safely to the hundreds of persons who with 
imagination and insight and a firm resolve, are assigned to 
important areas of responsibility. 

I realize that all of this sounds exaggerated; that my words 
seem to spring from an enthusiasm which perhaps the experi- 
ment of many a hospital administrator can scarcely justify. 
I realize also that my experience may not be the general 
experience and that there are many reasons to modify with 
restrictions and limitations, the statements I have made. I 
propose to face these limitations and restrictions with the 
same candor but I must still insist that the statements I have 
made are fully justified by my experience. Whether or not 
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Sister Mary Seraphia, S.S.M., R.N., B.S. 


I am justified in generalizing will be for this audience to tell 
me in the discussion. 

In April 1942, we began to feel the shortages in the per- 
sonnel of our hospital. Nurses withdrew for service with the 
armed forces; our maids entered industrial employment; our 
helpers in the dietetics department followed the example of 
the maids; and, in general, there seemed to be developing a 
general threat to the maintenance of the continuity of service. 
The American Red Cross had already inaugurated its Nurse 
Aide Corps and had prepared a number of these volunteers 
for service in the hospitals. With many misgivings on the part 
of the authorities of the hospital, and yet with a distinct 
feeling of relief, we began our volunteer service with four 
of these aides. Their number increased from that small census 
to sixty by April, 1943, and to 121 by April, 1944. Similarly 
the hospital aides of the Citizens’ Service Corps giving volun- 
teer aid during both the day and the evening, increased from 
a mere thirty-seven in May, 1942, to 128 at the end of the 
year and has maintained approximately that level ever since. 

Other groups soon followed and we found it possible so 
to organize our hospital assignments that we could assimilate 
additional workers as their services were offered to us. Thus 
the Junior Volunteers, Girl Scouts, and various groups of 
high school age, offered their services and from a beginning 
of eighty-five such aides in October, 1942, we reached 150 
by April, 1943; and since that time, the hospital has given 
opportunities for service on an average to 130 such girls 
per month. 

Our two most recent additions to the hospital volunteer 
groups include, first, the American Red Cross Dietitian Aide 
Corps who are required to undergo special preparation for 
assignment to a hospital. In December, 1943, we had seven- 
teen dietitian aides; in March, 1944, there were forty-five. 
The second group to which I referred are our most recent 
conquest, and, frankly speaking, they are the ones of whom 
we are most proud, the St. Zita’s Guild, a guild named after 
St. Zita, the patron of the domestic servants. These girls 
have offered us their service, each of the members to give 
one afternoon and evening a week, and they are now inte- 
grated into the hospital schedule. Our statistics concerning 
this group have not, as yet, been formulated, but we have 
no doubt but that this group will manifest the same en- 
thusiasm and ardor which was manifested by our other aides. 
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The enrollment figures can give no appreciation to this 
audience, commensurate with the indebtedness of the hospital 
to these various volunteer workers. From April, 1942, to 
April, 1943, the American Red Cross Nurse Aide Corps has 
given us a total of 8197 hours of service, but, amazing to tell, 
from April, 1943, to April, 1944, they have more than tripled 
their hours of service so that by April, 1944, they had given 
us 26,255 hours during the twelve-month period. The hos- 
pital aides of the Citizens’ Service Corps formerly under the 
Office of Civilian Defense, had given to the hospital almost 
20,000 hours during their first year and 16,000 hours of 
service during their second year. While the Junior Volunteer 
group made up, as we have pointed out, of Girl Scouts and 
students of high school age, gave us from April, 1942, to 
April, 1943, approximately 7000 hours; they gave from April 
1943 to April 1944, a total of 13,000 hours. The dietitian 
aides in four months gave to the hospital in which I serve 
as hospital administrator, no less than 1859 hours. Again, 
it is too early to make a report to this audience on the service 
rendered by the St. Zita’s Guild. 

What all of this means in terms of full-time salaried em- 
ployees, is left to your imagination. It must be remembered 
that all of this has taken place in a hospital which is rated 
at approximately 325 beds and 40 bassinets. But in that 
hospital, our census day after day has reached a peak of not 
fewer than 350 adults and almost 50 children. Frankly speak- 
ing, I do not know how we could have conducted our hospital 
with a daily occupancy of 112 per cent if it had not been for 
the volunteer service of the various groups which are coop- 
erating with our institution. My gratitude is extended to these 
hundreds of workers but what is even more important, my 
admiration of their unselfishness. their spirit of devotion, 
their readiness to accept assignments, their docility, and their 
enthusiasm are such as I should like to regard as the normal 
attitudes of nuns in the service of God through the three 


vows of poverty, chastity, and obedience. My contact with 
all of these groups has made me aware of the unsounded 
depths of personal sacrifice of which a woman is capable. 


II. The Creation of New Problems 
I would not be understood as saying that the intsoduction 
of volunteer workers in the hospital has taken place without 
more than one difficulty. Difficulties have been developed with 
the administrative personnel, with the supervising personnel, 
and with the service-giving personnel. Nevertheless, I wish to 


point out that with the technique which we have developed, . 


of having all of these volunteer workers report to one office 
and to effect their primary contact with the hospital through 
one executive officer, the potential clashes of personality and 
the overlapping of responsibilities have been most scrupu- 
lously forestalled and have been thus practically completely 
avoided. I- will admit without any further argument that the 
problem has not been an easy one. It demanded planning, 
sympathetic consideration of personnel and personal prob- 
lems, tactful instruction and interpretation; and, above all, 
it required an understanding of the total needs of the 
hospital and of its patients and of the- personnel to make 
possible the effective utilization of so large a group of 
volunteers and of so diverse a group of willing and unselfish 
workers. Despite all of this, however. theoretical considera- 
tions cannot be completely overlooked. 

Even if the introduction of volunteer workers can and must 
be considered most successful because of the relief which 
their introduction into the: institution has afforded to the 
hospital administrator, serious questions must be raised con- 
cerning the effect of the plan on the nursing service. Frankly, 
there is room to question the division of the nursing function 
into two sub-functions, that is, essential nursing services and 
non-essential nursing services. 
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We have had to strain in our efforts to maintain the cop. 
cept of “a total nursing service.” We have been forced, for 
the time being, under the stresses to maintain the theory that 
nursing can be thus divided; and again frankly, we are not 
completely happy with our solution of this basic problem. A 
great number of conferences have taken place in our own 
institution as well as in others to define the place of the 
nurse and the nurse’s aide. We have attempted to draw a 
line as sharply as it was possible to draw it, between the 
personal service to the patient and the service that is given 
in maintaining the physical surroundings of the nurse, assign. 
ing the first group of functions to the graduate nurse, and 
the second group, to the nurse’s aide. This distinction has 
been carefully kept in mind in making assignments of 
nursing-aide volunteers. Nevertheless, we are fully aware of 
the modifications which we have thus introduced into the 
accepted concepts of nursing and we have done all in our 
power to enable the patient to distinguish between the service 
of the nurse and the service of the nursing aide. 

We are also aware of the fact that we may have contrib. 


- uted to a weakening of the esteem of the nurse by the patient 


since, in many instances, the nurse aide is able to render a 
service to the patient which the patient himself can appreciate 
more readily than he can the professional services. The nurse 
is kept constantly aware of the fact that she has nurse aides 
giving service under her authority and jurisdiction and some- 
times, this has resulted in a less satisfactory nursing service. 

We are also fully aware of the fact that the nursing groups 
do not always welcome the introduction of the nurse aide 
into the nursing service organization. Yet, with careful ad- 
ministrative procedures, and especially with the careful evalu- 
ation of the criticisms that reach the central office, it is often 
possible to forestall difficulties. Sometimes this can be done 
by a previous warning to the supervising nursing personnel 
or to the nurse herself; at other times, it can be achieved by 
a word of caution to the person who is assigned to assist 
another. 

A second source of difficulty in the introduction of the 
volunteer worker is the fact that the schedule of services is 
apt to become extremely complicated. It must be admitted 
that this is a real difficulty, the solution of which, in the 
last analysis, must rest with the administrator of the 
program. She must be a person who fully understands the 
requirements of the various divisions of the hospital. She 
must be fully aware of existing shortages; of the type of 
services that are demanded to meet each division’s needs; 
she must know fully her corps of volunteer workers and she 
must be aware of the fact that certain personalities can be 
fitted into certain divisions: but not into others. She must 
have some understanding of the possible clashes of person- 
ality that might well be developed unless safeguards are 
introduced through previous interpretations and explanations. 

But even all of this is not enough, since the administrative 
officer of the program could achieve very little without having 
behind her the goodwill of the permanent hospital personnel. 
And so it is incumbent upon her through conferences and 
similar procedures to forestall possible conflicts between in- 
compatible individuals. 

The third problem which in reality was not a difficulty for 
our institution, but which I have heard referred to very often, 
is that of maintaining proper relations between the hospital 
and the various agencies to whom the volunteers are respon- 
sible.. This problem is merely one of maintaining that tact, 
diplomacy, accuracy in making statements, and adherence 
to common understandings which are demanded, in the last 
analysis in every satisfactory human relationship. A scrupu- 
lous adherence to agreements, an exact observance of under- 
standings, and, particularly, a sympathetic attitude with 
reference to the difficulties of those who are responsible for 


HOSPITAL PROGRESS 





NC 
tals 
every 
of se 
facto1 
much 
who { 
tions. 
possi 
But t! 
impos 


Hoy 
Satisfs 
have | 
better 
profes 
not de 
nite p 
leaves, 
be de 
organi: 
Cathol 
tion si 


Municip. 


July, 


the assignment of hospital volunteers, will do much to fore- 
stall the development of problems and will ensure the smooth, 
oftentimes, almost routine functioning of the arrangements. 
Personally, I should counsel the appointment of one person 
in the Red Cross organization or of the Office of Civilian 
Defense or of the Girl Scouts’ or high school organization 
or, in our case, of the St. Zita’s Guild, to whom difficulties 
as they arise can be referred by hospital executives. It has 
been my experience that such difficulties yield to sympathetic 
and broadminded conferencing. It was amazing to me per- 
sonally that with the hundreds of individuals with whom the 
administrative -officers of our hospital had to deal, there 
were not more than two cases which presented problems 
demanding administrative interference. I ascribe this remark- 
able success to the fact that the hospital and the agencies 
supplying the volunteers both kept their word. When a 
commitment was made, it was scrupulously observed. 


III. The Volunteer in the Post-War 

Will it be possible to maintain volunteer service in the 
hospital during the post-war? It is my personal conviction 
that it will. It is probably true that we shall lose a large 
percentage of our volunteer workers. It is equally true that 
the motivations will change and that the appreciation of 
hospital service may undergo very far-reaching, perhaps 
even fundamental modifications. But despite this surmise, 
I am inclined to think that volunteer service in the hospitals 
has come to stay; that it is one of the real gains which we 
have achieved through this war; that it is in the interest of 
sound public health policy that we should maintain some 
form of volunteer service no matter what the patterns may 
be which the post-war may bring to us. 

My reasons for this attitude are the simple and straight- 


forward results of my experience. The volunteers have begun 
to understand the meaning of hospital service; the sacrifices 
it entails; the needs of the patient other than medical and 
surgical which must be met by personal service; the security 
engendered in the patient by a prompt response to his call; 
the deeply human attentions which the volunteer worker is 
able to give to the patient and which often the nurse on 
account of her preoccupation with strictly professional ac- 
tivities, may not always be able to render no matter how high 
her concept may be of the position which she has in relation 
to the patient. The volunteer worker has developed an 
understanding of the meaning of human suffering. She has 
appreciated the needs which suffering creates as contrasted 
with those which the patient experiences during period of 
well-being. She has learned the meaning of the solicitude of 
relatives and friends for the patient. She has probed the 
depths of that concern which the hospital administrator 
experiences when she knows that a patient is in a serious 
or a critical condition. She has learned to understand better 
than ever before the meaning of medical care, the solicitude 
of physician and laboratory worker for the welfare of the 
patient, the implications for medical education of her own 
bedside conduct toward the patient. All of this represents 
gains which are too valuable to discard and even though some 
volunteer workers may be blind to the refinements of their 
own service, there will undoubtedly remain a goodly number 
of these individuals who in the post-war period will be able 
to apply to their daily lives, the lessons they have derived 
from the war. They have understood that service to a patient 
is service to Christ, and I for one believe that there will 
always be women who will prefer to make sacrifices for a 
cause, to serve Christ in the patient rather than to employ 
their leisure hours in the pursuits of evanescent pleasure. 


Personnel Policies’ 


NO ONE needs to be told that personnel problems in hospi- 
tals are very acute and are becoming increasingly more so 
every day. Administrators are trying to maintain a high level 
of service, but it is difficult to meet the problem atis- 
factorily. The Catholic hospitals have not felt the pinch as 
much as secular institutions have, due to their staff of Sisters 
who fill many of the professional and non-professional posi- 
tions. Besides their regular duties, these Sisters, as much as 
possible, help to fill in the gaps wherever a shortage occurs. 
But there are times when it seems that it is almost a physical 
impossibility to cover all of the vacancies. 


Establish Policies 

How are we going to approach this problem in the most 
satisfactory way? Sufficient remuneration and job satisfaction 
have definite psychological value of which we should make 
better use. Gone are the days when we can expect non- 
professional help to work long hours at a small wage and 
not develop a grievance. The hospital should develop a defi- 
nite policy relative to hours of work, salaries, vacations, sick- 
leaves, and maintenance. In many places these policies will 
be determined by local hospital councils or by the labor 
organizations. This will vary in different localities, but the 
Catholic hospital should strive to pay salaries and remunera- 
tion similar to those paid for like services in other institu- 
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tions. Of course, it is obvious that we will be unable to 
compete with those wages given by war plants. 

At St. Mary’s Hospital and in most of the Minneapolis 
hospitals, the maintenance group belongs to one of the divi- 
sions of the labor organizations. Weekly maximum working 
hours, over-time pay, free days, and all such specifications 
have made the position of the housekeeper a much more 
serious and responsible one than it was considered ten years 
ago. We have a new union contract which determines many 
of our policies at the present time. 

Particular attention should be given at the time of hiring 
a new employee to his understanding of the conditions of 
employment such as wages, maintenance if provided, vaca- 
tions, sick-leaves, and the duties for which he will be 
responsible. 


The Question of Maintenance 


The maintenance of employees is an item of interest at 
the present time. Many of the hospitals in Minneapolis had 
previously dispensed with the lodging privilege by giving, in 
lieu thereof, an additional ten dollars to non-professional help. 
If, however, the hospital has housing space available, it may 
be advisable to supply rooms for the personnel. There are 
certain social advantages that the employee may gain by living 
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outside of the hospital. He is more apt to become part of 
the general community and his life during off-duty hours 
does not center so much around the institution. He is more 
likely to be influenced by the same factors which influence 
his other friends and associates who do not work in the 
hospital. Many of our girls and women attend daily Mass 
at the hospital even though they are living out. Our janitors 
and laundrymen, who are unmarried, room in quarters which 
are separate from the hospital building, but we have no room 
available for women. Both men and women are served meals 
at the hospital if they wish it. It is believed to be more 
economical to board all employees, but many of them prefer 
the allowance. About one half of our employees take their 
meals here. 

At the present time, the employees are paid a straight wage 
according to the union wage scale. The following deductions 
are made from their salaries if they wish the service: ten 
dollars per month for room; fifteen dollars for meals, and two 
dollars and fifty cents for laundry. Such services are furnished 
by the month only. 


Standardize Hours of Work 

During the past year, we have developed a straight work 
shift for all of our employees. This is not as difficult as it 
appears to be. Our diet-kitchen maids work from seven to 
three-thirty. This gives them an opportunity to do some extra 
cleaning every day. Each one is given a written schedule of 
her daily duties and the special cleaning required on certain 
days is specified on a chart in each kitchen. The floor girls 
work from ten thirty to seven thirty. From four thirty to 
seven thirty they assist in the diet kitchens serving supper 
trays, scraping and washing the dishes. In places where 
extra help is needed in the evening, high school girls fill in the 
gaps. The main kitchen and nurses’ dining room personnel 
work over-lapping shifts. According to our new contract no 
employee, except kitchen employees, shall be required to 
work a split shift exceeding one day per week. 

All dietary employees have alternate Saturdays and Sun- 
days “off duty.” The floor girls have every other Sunday “off” 
and a week day in the alternate weeks. We have a number 
of high school girls, who live in the neighborhood, who replace 
the regular employees over the week-end. As the same school 
girls have been working for sometime, we find them very 
helpful and able to do the work assigned. However, they are 
not always reliable and on Sunday mornings we are fortunate 
if we find no shortage of help. The high school boys, on the 
whole, have been quite satisfactory. There are many things 
that they can do after school hours such as delivering 
laundry, washing windows, waxing floors, and handling food 
trucks. These students are paid thirty seven and a half cents 
an hour for the first month and then the wage is increased 
to forty cents an hour. 

Employees, who have to work on the following days receive 
an additional day as a day off: New Year’s Day, Decoration 
Day, Fourth of July, Labor Day, Thanksgiving Day, and 
Christmas. 


Vacations and Sick Leave 

Each employee is allowed seven days of sick leave per year 
which accumulate at the rate of one half day per month up 
to seven days’ sick leave per year. To be allowed sick leave, 
the employee has to notify the hospital at least one hour 
prior to the beginning of the working day. 

Each non-professional employee, who has been in the em- 
ploy of the hospital for one year, or more, prior to September 
first of the current year and has had at least two hundred 
and forty working days, receives two weeks’ vacation with 
full pay. Those employees, receiving maintenance at the hos- 
pital, are allowed three dollars and seventy-five cents per 
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week as an allowance for their meals, in addition to their 
full salary while on vacation. 


Psychological Income 

As to job satisfaction, we must not overlook the value of 
psychological income according to Ruth I. Gillan, who has 
written an excellent article on this aspect in Modern Hospital 
for December, 1943. To quote from her paper, “Psychological 
income does not butter any bread, but it is such an important 
part of the worker’s satisfaction in his job, that in order to 
meet the acute shortage of labor, we must begin to use it 
wisely and well.”* A recognition of good work helps to keep 
employee morale high and if they are working in a happy 
atmosphere, they are much more contented at their job. There 
is often a tendency to pick out little things that are not 
done to our satisfaction and dwell on them too much, but 
psychologically it is far better to praise as many things as we 
possibly can. A personnel director has wisely said that one 
should praise three times as much as the deed was worth. 
An employee will be more efficient and productive if he re- 
ceives credit for good work done and he will work gladly 
and willingly if he is made to see the importance of his job 
and that it is just as essential as any other type of war work. 
We were fortunate to keep a few of our capable and inter- 
ested employees who had been with us a number of years, 
but due to Selective Service and the wage competition, we 
have been depleted to a great extent. As in many other places 
we have found it necessary to employ most of our help from 
the age extremes, from the very young and inexperienced to 
those too old to be acceptable in a war plant. 


Older Workers 

Our present staff in the main kitchen numbers five over 
sixty years of age and I can truthfully say that they are 
accomplishing the work in a more satisfactory manner than 
a younger and less reliable staff that we had before the war. 
As far as economical reasons are concerned, most of these 
people would not. have to work, but they feel that they are 
really contributing something to the war effort and they can 
still be useful. Handling the older group requires special tact 
and consideration as they are prone to be more sensitive. 
Any praise or appreciation that is shown to them delights 
them and they feel that they still have a place to fill and are 
needed. 

We have found it necessary to hire some inferior workers, 
but even they are desirable at this time. We try to make 
the best use we can of them and unless they are utterly 
useless, we have felt obliged to keep them in most instances. 

The position of the hospital housekeeper at the present 
time is a very critical one. Thus far no voluntary corps of 
any kind has come to her assistance. Other branches of 
hospital service have profited by Red Cross voluntary aides 
and I believe that a corps of housekeeper’s aides could be 
very valuable, provided that the members would be willing 
to work where they were most needed, no matter what the 
type of work may be. There may not be so much glamour 
connected with this corps, but it certainly would be a great 
contribution to the care of the sick. Mary Marvin Wayland 
in The Hospital Head Nurse has said, “Every activity which 
influences the patient’s safety and comfort is significant, no 
matter who performs it.’” 


The Housekeeper’s Job 


The matters which come under the direction of the house- 
keeper are very often those on which an institution is judged. 


Gillan, Ruth I., “Don’t Overlook the Value of Psychological Income,” 


Modern Hospital 61:62, 1943. : 
“Wayland, Mary Marvin, The Hospital Head Nurse, Macmillan, N. Y. 


1938, p. 262. 
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Hence, it is imperative that special care be given to the 
selection and training of housekeepers. There is no good 
reason why more attention should be given to the selection 
of a nursing supervisor or a classroom teacher than to the 
selection of a housekeeper. In actual practice, however, train- 
ing in systematic supervision of this important service has 
been given little thought. Scant consideration has been 
granted to the social problems of labor or to personnel guid- 
ance, both of which are essential factors in the success of 
the housekeeper in her contacts with those employed by the 
hospital. 

It is particularly important now that the housekeeper have 
a working knowledge of the mechanics of housekeeping. One 
js never sure today whether an experienced worker will report 
on duty or not. It may be necessary for the housekeeper to 
demonstrate the use of certain mechanical devices. It is never 
wise to permit an inexperienced person to handle any type of 
equipment without instructions as replacement is too difficult 
at the present time. 

The use of printed work schedules is advantageous as there 
is thus an allotment of the working time for each unit of 
work thus enabling the employee to make the best use of his 
time. The possibility of time being wasted due to ignorance 
of what should be done, is thus minimized. 

The supervision of the housekeeper is especially helpful 
when a worker is adjusting to his new situation. It is be- 
wildering to a new employee to find himself among trained 


people and his adjustment to the situation is apt to be im- 
peded if he is not given some encouraging help in the begin- 
ning. Adequate supervision recognizes the psychological fact 
that individuals differ in their capacities and that all cannot 
progress at the same rate of speed. Training programs are 
valuable under normal conditions in adapting the new em- 
ployees, but now the workers come and go so fast, the house- 
keeper is so pressed for help and the present need seems so 
urgent that they are usually placed on the job immediately 
without any previous training. An experienced worker is 
usually assigned to help the beginner and follow-up work is 
done by the housekeeper. 

The housekeeper should maintain an “open-door attitude.” 
The worker should be encouraged to bring difficulties to her. 
Sometimes these grievances can be ironed out by a few 
minutes of tactful discussion with the worker. Also the sug- 
gestions of employees are sometimes very valuable and should 
be considered. We are in an era when the worker is pretty 
much in the driver’s seat and we must keep him as satisfied 
as is compatible with the preservation of our principles. 

In the face of all these difficulties, the housekeeper and the 
department heads are going to require an infinite amount of 
patience in the trying days ahead. We shall try not to let our 
standards deteriorate even if it means many long hours on 
duty, Perhaps our morning offering will have more meaning 
and significance for us now when we offer up our prayers, 
works, and sufferings of each day. 


Medical Social Work 
and Vocational Rehabilitation’ 


“Blessed is he who has found his work: let him ask 
no other blessedness.” 
— Past and Present, Thomas Carlyle 


MUCH has been written about the value to man of work. 
References to the importance of occupation may. be found 
in both religious and secular literature. The writings of many 
of the saints emphasize the dignity of labor. Our Lord 
Himself prepared for His ministry by His work as a car- 
penter and thus for all time lifted the laborer to a pinnacle 
of importance. The rule of some religious orders demands 
manual labor; thus the ancient Benedictines and Carthusians 
had manual labor as their official work. In fact, most 
of the religious orders have some form of work as their 
proximate end; such as, the education of youth, the care of 
the poor, of children, of the sick, thus giving added recogni- 
tion to the value of work. 

According to the natural law, man has a right to life, 
liberty, and the pursuit of happiness; and, in order to 
maintain life, he must have the essentials with which to 
support life. Therefore, admittedly in our present culture 
he must have an occupation, trade, or profession from which 
he receives financial returns which will enable him to main- 
tain himself and his family according to the standard of 
living common to the group of which he is a member. 

The person known to us as physically handicapped by 
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disease or crippling condition has the same right to gainful 
occupation as one not so disabled. The term “handicapped” 
as used here refers to one who is encumbered with a physical 
disadvantage which renders success in life difficult to attain. 

The preparation for or restoration to gainful occupation 
of the handicapped or disabled is the objective of vocational 
rehabilitation. This term is used to cover any services neces- 
sary to render a disabled individual employable or more 
advantageously employable, services being limited to those 
with physical conditions that are not progressive and that 
constitute a handicap to some forms of employment. 

In the Christian culture, the care and protection of the 
sick and the underprivileged are considered virtues. Thus 
charity has motivated us to accept the principle that the 
crippled and defective should be given every opportunity 
possible for health and happiness. The Church from the 
time of her birth has recognized this concept and as a result 
most of the religious orders were founded primarily for 
the care of the poor, the sick, the orphaned and the aged, 
the crippled, and other deprived groups. 

Social Work, largely a development of this century, is the 
professional outgrowth of charity as practiced by the reli- 
gious orders, is suppiementary and complementary to it and 
in some instances identifiable with it. The contribution of 
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social work to the hospital consists of the participation of 
medical social work in the care of the patient. The unique 
contribution of the medical social worker in the hospital 
or medical center is that of enabling the ill person to make 
full use of the medical care available by facilitating his 
participation in the medical care program offered him. Thus 
the medical social worker often helps to bring about the 
maximum social adjustment of a patient through vocational 
rehabilitation. 

The profession of social work has long been concerned 
about the problems of the handicapped but medical social 
workers because of their interest in medical problems and 
their declared objectives have given special emphasis to 
this group of patients. This concern for the handicapped was 
stimulated by the passage in 1935 of the Social Security Act. 
Title V of this Act, Grants to States for Maternal and 
Child Welfare, Part 2, provides for services to crippled 
children. This Part of the Act administered by the Children’s 
Bureau is directed by a medical social worker and most 
states participating in the program have appointed medical 
social workers to carry on case work services to recipients of 
the program. Also, medical social workers in hospitals par- 
ticipating and cooperating in the program are contributing 
to the care of this group of children inclusive of arrange- 
ments for cooperation in programs of vocational education 
when such is indicated. 

The medical social worker in the hospital is concerned 
not only with the preparation for a life work of handicapped 
children under twenty-one years of age—commonly des- 
ignated as crippled — but also with adults physically handi- 
capped by some crippling condition. In addition, there are 
endless numbers of patients with other conditions who are 
able to make good use of vocational counseling and rehabili- 
tation. Accident and disease each year render many persons 
in our communities unfit to carry on their previous occu- 
pations. 

The physically disabled, however, at present are being 
given an opportunity of being considered a substantial part 
of our labor supply. The number of physically impaired 
persons now employed at maximum capacity is not known, 
nor is the number available for employment known. Although 
no accurate count of the physically disabled has been made, 
it has been estimated that more than a million disabled 
persons are unemployed, unsuitably employed, or employed 
at work which does not permit full use of their talents. 
Many of these need help in their vocational adjustment. 

The federal-state cooperative program of vocational re- 
habilitation is now established throughout this country in 
every state in the Union and in Hawaii, Puerto Rico, and 
the District of Columbia. It is now estimated that 5000 
new cases per month are being accepted for rehabilitation 
by the state services. Title V of the Social Security Act, 
passed in 1935, also included a provision for vocational 
rehabilitation of civilians, but the 78th Congress on July 6, 
1943, amended the National Vocational Rehabilitation Act 
of 1920 to provide a medical-care program for the physically 
handicapped under the administration of the Office of Voca- 
tional Rehabilitation of the Federal Security Agency. This 
expanded rehabilitation program is designed to assist physi- 
cally handicapped individuals to obtain remunerative employ- 
ment. Veterans of the armed forces with service-connected 
disabilities are excluded, however, since they are the respon- 
sibility of the Veterans’ Administration. The program, that 
is, the Federal-State Vocational Rehabilitation Program, is 
operated by the states through their Boards of Vocational 
Education and their official agencies for the care of the 
blind. The plan provides for federal grants-in-aid. 

This program of vocational rehabilitation will enable the 
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handicapped person to secure employment which will make 
it possible for him to maintain himself and his family. The 
disabled person who can do this is no longer considered 
handicapped because he is not then placed at a disadvantage 
in respect to employment. Industries, trades, and professions 
successfully employing the handicapped place them according 
to and because of their skills. 

Disabled service men are already being discharged from 
the armed forces in large numbers and_are being returned to 
their own communities. The majority of them, however. 
are able to fill civilian jobs as is shown by records of the 
St. Louis Area Office of the War Manpower Commission. Of 
the 641 veterans who obtained jobs during April, 1944. 
through the local U. S. Employment Service Office, only 47 
were considered to be handicapped occupationally and even 
they were able to obtain employment. It is predicted, how- 
ever, that after the war with the return to civilian life of 
thousands of able-bodied men and at least a temporary 
decrease in employment opportunities, many discharged vet- 
erans with physical disabilities will need vocational rehabilita- 
tion to enable them to compete with qualified, non-disabled 
individuals in need of work. The Veterans Administration 
Program under Public Law No. 16, passed by the 78th 
Congress, will be greatly enlarged. Even if the veteran has 
a disability that existed prior to his acceptance for service, 
there must be evidence that it was not increased by his 
service in the armed forces. This means that a large number 
who have been discharged from the armed forces by reason 
of mental, or other difficulties, are and will be eligible for 
rehabilitation. In December, 1943, the number who had 
been accepted by the Veterans’ Administration ‘for training 
did not exceed 300, because most disabled veterans are 
employed at good wages. 

Many veterans, however, are coming to the attention of 
the American Red Cross and these are being referred to 
local hospitals for medical care pending action by the Vet- 
erans’ Administration. It becomes then the responsibility of 
the medical social worker in the hospital to make cooperative 
arrangements with the Red Cross for the vocational re- 
habilitation of these patients at such time as the doctor or 
psychiatrist feels that they are ready for counseling and 
rehabilitation. 

Medical social workers are concerned with the over-all 
picture of the rehabilitation of the patient, whether he is a 
civilian or a service man. They are interested in the program 
as it is related to medical care, to the patient’s participation 
in the medical-care plan, in his adjustment to his handicap, 
in the treatment of social factors related to illness, in the 
degree of physical disability, and in the occupational handi- 
cap. 

Of the many needs of disabled patients perhaps the most 
significant is that of vocational counseling and, if indicated, 
training, which will give them financial security and thus 
freedom from ‘anxiety and want. The medical social worker 
therefore keeps in mind the various agencies offering these 
services and attempts to locate every patient who might 
profit by vocational rehabilitation. Usually, however, such 
cases are referred to the medical social worker by doctors 
or other members of the hospital personnel, or by other social 
agencies. The medical social worker then discusses with 
the patient, the various aspects of his problem and on the 
basis of interviews with the patient, with doctors, with 
members of the family, and others a medical socia! plan. 
in which the patient participates is developed. This program 
may well be vocational rehabilitation, thus making it neces- 
sary to draw in other agencies, public or private, local or 
state. The medical social worker attempts to make sure that 
the patient had adjusted to his handicap and to treat social 
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factors relating to his illness. She makes certain that she 
knows the degree of physical disability and the occupational 
handicaps from which the patient is suffering. She is then 
ready to consult the counsellor, taking for granted, of course, 
that she knows the policies of the various vocational rehabili- 
tation agencies in the community. 


Case No. 1 


The case of Mr. S. offers an illustration of the value of 
vocational rehabilitation. Mr. S. applied for medical care 
to the out-patient department in a large hospital because 
he had a cough and because he seemed to lack energy. It 
was discovered in the course of the examination that these 
symptoms were due to tuberculosis. Somewhat reluctantly, 
he gave up his job in a shoe factory, and agreed to have a 
medical social worker make arrangements for his care in 
the Sanatorium. Mrs. S. then sent their little girl to her 
mother’s and found work to support herself and the child. 
After some months, Mr. §. returned home but a few weeks 
later the doctor who had been caring for both Mr. and Mrs. 
S. decided that the latter should have a short period of Sana- 
torium care. Mr. S. kept house for himself and their little girl 
while Mrs. S. was in the Sanatorium, but when she returned 
home and was able to do the house work, he became restless 
and longed to support his family once more. He discussed 
his problems with the medical social worker as both he and 
Mrs. S. had done during all of their difficulties, since he 
was in a dilemma because the doctor had told him not to 
return to the dusty, crowded shoe factory and he had no 
other skills. The medical social worker then discussed with 
Mr. S. the possibility of vocational rehabilitation and ex- 
plained to him how the agency would be able to help him 
find and train for an occupation that would meet the limita- 
tions of his physical condition and would also fit in with 
his own personal interests. Mr. S. agreed to the plan, was 
referred to a counseling agency and was given the various 
tests used in counseling; and although his educational back- 
ground was limited, his intellectual capacity indicated his 
ability for a white-collar job. With the doctor’s approval 
then Mr. S. began training for hotel work and, when the 
training period was over, he was immediately employed as 
bell captain and relief clerk in one of the larger residence 
hotels at a salary more than three times that which he was 
able to earn as a shoe worker. Recently he has been able to 
move his family from the slum neighborhood where they 
had always lived to a pleasant residential district. 

The medical social worker sustained her interest in this 
family throughout a five-year period and until a rather full 
medical and social adjustment had been effected. 


Case No. 2 

Andrew, a twelve-year-old boy, first became known to 
the out-patient department of a hospital in 1936. At that 
time he was found to have a cardiac condition which made 
it necessary for him to follow a limited school program. 
At sixteen, it was decided that Andrew would benefit from 
vocational counseling and a training program for some type 
of work which would suit his physical limitations. Both 
Andrew and his mother were somewhat difficult. Andrew's 
father died when Andrew was ten and his mother became 
very dependent upon the boy and, in turn, he felt that his 
mother was his responsibility and that he should continue 
to work to support her. Andrew's mother while desiring 
advantages for her son, at the same time was afraid that she 
would lose her control over Andrew if he entered a prolonged 
period of training for a trade or craft. However. Andrew and 
his mother finally accepted the plan and Andrew was referred 
to the counseling agency. There the tests indicated an aptitude 
lor watchmaking, jewelry repairing, and dental mechanics. 
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Andrew tried each of these occupations for a short time 
but was never able to make a satisfactory adjustment. How- 
ever, about. the time he decided that he disliked the routine 
of dental mechanics, he became interested in auto mechanics. 
The counselor then arranged to place him where he could 
receive training for this type of occupation and in the course 
of the following six months Andrew finished his course 
satisfactorily. He was then placed in a job where his physical 
limitations were taken into consideration and he is able to 
carry on a gainful occupation thus enabling him to support 
not only himself, but his mother. 

This patient’s interest in manual work was stimulated by 
the occupational therapist at the Convalescent Home where 
the boy spent some time after a hospital admission during 
an illness which preceded the counseling and rehabilitation 
service offered him. After he left the Convalescent Home 
he spent some weeks in an extra-mural Occupational Therapy 
Work Shop. 

The medical social worker in this case was able to plan 
a program of social treatment which took into account the 
patient’s degree of disability and his occupational handicap. 
She was also able to assist mother and son with their 
anxieties, fears, and other emotional problems which centered 
about Andrew’s illness and his need for work which would 
enable him to assume the responsibility for the financial 
support of the family. 


Case No. 3 

Another case which illustrates the use of vocational coun- 
seling and rehabilitation by the medical social worker is that 
of 28-year-old John who was placed by the medical social 
worker in an institution for the chronically ill because he 
had a chronic arthritis which had reached the point where 
he was considered incapacitated for his work as a farmer. 
He was able to walk with difficulty with the aid of crutches, 
but he was unable to assume a seated position. After some 
months of treatment, it was decided that with proper pro- 
tection he could do work which did not involve a great deal 
of activity. Also he was ambitious and felt that he could not 
spend the rest of his life as a chronic invalid. It was then 
decided to encourage vocational counseling and the result 
of the tests showed that he was fitted for laboratory work. 
He had already spent a few hours from time to time in 
the institution’s laboratory and was interested in the work. 
He was therefore referred to the counseling agency and it 
was decided to allow him a trial in training as a laboratory 
technician. He completed this course satisfactorily and finally 
was employed in a hospital laboratory. 

The medical social worker in this case helped to sustain 
the morale of the patient over a period of some years and 
ultimately assisted in his vocational rehabilitation. 


Medical Social Opportunities 

These cases illustrate briefly the contribution of the medi- 
cal social worker to the vocational rehabilitation program. 
Her background of education and experience enables her 
to work with the patient’s emotional and environmental prob- 
lems and through the use of community resources to assist 
in his vocational rehabilitation. The present war situation, 
together with the recent legislation, to which reference was 
made earlier, are tending to make the medical social workers 
of this country more fully aware of the opportunities which 
are being offered the handicapped patients who come to 
their attention for vocational counseling and rehabilitation. 
Their value will undoubtedly increase in significance as the 
months pass and as more and more veterans return to their 
home communities from the various theaters of war. How- 
ever, like so many other services offered by our communities, 
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we tend to think of their availability in terms of the patient 
poor in this world’s goods, but it would seem that vocational 
rehabilitation through the services of the medical social 
worker should be available not only to the medically in- 
digent hospital patient, but to all patients in need of voca- 
tional adjustment. Thus the hospital, through such service, 
is able to complete its responsibility in the care of the 
handicapped patient by extending its services to him until 
such time as he is able to effect not only a social, but an 
occupational adjustment compatible with his physical dis- 
ability. Truly, we are then following the example of One 


Who healed the maimed and Who said, “As long as ye did 
it to one of these My least brethren, ye did it to Me.” 


List of References 


“Rehabilitation for Veterans,” The Catholic Charities Review, 
December, 1943, Vol. XXVII, No. 10. 

Social Security Board, “Compilation of the Social Security 
Laws,” Federal Security Agency, Washington, D. C. (January 3, 
1941 Revisions). 

Copp, Tracy “The Physically Disabled and War Manpower,” 
Public Welfare News, June, 1943, Vol. I, No. 6. 

Public Law 113, 78th Congress, “Vocational Rehabilitation Act.” 

St. Louis Star Times, May 18, 1944. 


The Adequacy of the Physical-Therapy 
Service in Vocational Rehabilitation: 


TO PROVIDE hospital care for vocational rehabilitation 
a hospital must have a department of physical medicine, 
which should be under the supervision of a doctor. Physical 
medicine is treatment by physical and occupational therapy. 
The adequacy of physical therapy depends on efficient per- 
sonnel, proper equipment, good location, and the coordina- 
tion with an occupational-therapy department. It is realized 
that the present war must terminate before a physician spe- 
cializing in physical medicine can be secured to head this 
department, but the Office of Vocational Rehabilitation of 
the Federal Security Agency stated on April 1, 1944: 


Standards for Approval 

“In reviewing and approving State Standards for the 
designation of physical therapists, the Office of Vocational 
Rehabilitation will be guided by the State Agency’s utilization 
of the following criteria: 

a) Registration in the American Registry of Physical- 
Therapy Technicians (30 N. Michigan Ave., Chicago, IIl.). 

b) Graduation from schools for physical-therapy tech- 
nicians approved by the Council on Medical Education and 
Hospitals of the American Medical Association. The list of 
these schools con be found in the Journal of the American 
Medical Association, March 25, 1944.” 

Physical therapy should be started early in vocational 
rehabilitation and this is possible with safety only if the 
physical-therapy technician is properly trained. For instance, 
the American College of Surgeons in “An Outline of the 
Treatment of Fractures” say: “When functional disabilities 
are not caused by failure of union of bony deformity, or 
direct nerve or vascular lesions, they result from fibrosis 
in the soft parts due to organization of the condition pro- 
duced therein at the time of fracture and intensified by 
prolonged or extensive immobilization of joints and muscles. 
They can be minimized by early removal of as much of the 
condition as possible through physical therapy in the first 
ten days, by as little immobilization of joints and muscles 
as is possible without interfering with the immobilization of 
the bone fragments, and by as much active exercise of joint 
and muscle as can be obtained throughout the course of 
healing of the fracture. In any given case, the method or 
methods which most nearly carry out these requirements 

*Address delivered at the Sectional Meeting, ‘‘The Hospital’s Place in 
Physical Restoration Program of Vocational Rehabilitation,’’ of the 29th 


Annual Convention of the Catholic Hospital Association, Kiel Municipal 
Auditorium, St. Louis, Missouri, May 22, 1944. 
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will produce the best convalescence and better functional 
end results.” 
Early Physical Therapy 

Early physical therapy means treatment by heat, massage, 
and exercise while the patient is still in bed before he can 
be moved to the physical-therapy department. Early knee- 
joint motion can be given to a patient with a fractured 
femur while the leg is still in skeletal traction. See Fig. 1. 
Muscle setting exercises on the deltoid muscle can be given 
to a patient in bed with arm skeletal traction. 

Heat and massage can be applied early in bed under the 
attending physician’s order by a well trained technician. 
The physical-therapy technician should know how to equip 
a bed with sling-suspension exercises for frequent early exer- 
cises in bed. = 

To be adequate, a physical-therapy department must be 
well equipped. All apparatus that is used should have been 
approved by the Council on Physical Therapy of the Ameri- 
can Medical Association. This Council publishes yearly a 
free booklet “Apparatus Accepted.” Apparatus accepted by 
this Council has been examined and tested for safety from 
danger and for proper performance. 

Every department should be equipped with a whirlpool 
bath and a Hubbard tank. The whirlpool bath can be portable, 
so that it may be taken to the patient’s bedside. This tank 
with its hot, whirling water gives hydro-massage and heat 
to the limbs and enables us to teach the patient while in 
this tank to do underwater exercises. See Fig. 2. The Hub- 
bard tank is used to give heat and early underwater exer- 
cises to cases of hip and shoulder injuries as well as to 
chronic arthritic and paralysis patients. 

The department should have numerous pieces of infra-red 
apparatus to give a patient heat while he is in bed, and 
then he is brought to the department. Diathermy machines 
are used to give deep heat. 

Exercise and walking apparatus can be made by the hos- 
pital mechanic from designs furnished by the Council on 
Physical Therapy. See Figs. 3 and 4. 

Ultraviolet lamps and apparatus for the treatment of 
peripheral vascular diseases should be installed in this de- 
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FIG. 1. EARLY PHYSICAL THERAPY. KNEE-JOINT MOTION 
WHILE STILL IN SKELETAL TRACTION FOR A FRACTURE 
OF THE NECK OF THE FEMUR. 


partment. Galvanic, sinusoidal and faradic muscle-stimulation 
machines are useful in peripheral nerve injuries and to give 
graduated muscle contractions to weak and injured muscles. 


Planning the Department 

No standard list of equipment can be given as the require- 
ments vary greatly. The equipment should be purchased only 
when the demand for it is sufficient to warrant the outlay 
It is not equipment that makes a physical-therapy depart- 
ment; it is properly trained personnel. 

In a physical-therapy department, the following patient 
comfort factors should be considered: 

1. Treatment tables should be 6% feet long, 30 inches 
high, and 30 inches wide covered with a comfortable mat- 


tress. 


FIG. 2. 


2. The walls usually should be painted yellow, yellow- 
green, or gray. 

3. The treatment tables should be placed so that the 
patient may not have a brilliant light from window, ceiling, 
or wall shining in his face. There should be indirect lighting. 

4. There should be lockers for patient’s clothing if the 
space is divided by curtains. If wallboard, steel, or perma- 
nent wall are used, a clothes rack in each room is sufficient. 

5. Three or four chairs in the hall will serve as a waiting 
room, as all, except new patients, come on appointment. 

6. Proper heating is important. A minimum room tempera- 
ture of 75 degrees F. should be maintained. 

7. A toilet should be in or near the department. 

For the technicians’ efficiency, the floor covering should 
be soft such as rubber composition, as the technicians are 
on their feet constantly. Where the Hubbard tank and 
whirlpool bath is located the floor is concrete with a drain. 

The electric outlets should be on the wall about three feet 
from the floor. This eliminates stooping by the physician or 
technician, and searching for the outlet. 

The division of the space allotted to a physical-therapy 
department may be effected by any of three methods: 

1. Cubicles can be-formed by curtains 6 feet long, sus- 
pended from wires stretched from wall to wall, 7 feet above 
the floor. Except in clinics, this method is usually unsatis- 
factory as there is considerable expense in renewing and 
laundering curtains and there is little privacy. 

2. They can also be formed by the use of steel or wallboard 
partitions. In Alexian Brothers, St. Luke’s, and Illinois Central 
Hospitals in Chicago, the physical-therapy departments have 
been subdivided by wallboard partitions and the arrangement 
is satisfactory in every way. At Northwestern University 
Medical School, steel partitions are used with curtains in 
front of the cubicles. 


3. Permanent walls may also be used. This is the ideal 


PORTABLE WHIRLPOOL BATH USED IN REHABILITATION CLINIC TO GIVE UNDERWATER EXERCISES 


HEAT, AND HYDROMASSAGE 
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(Illustration from Rehabilitation Clinic, Boston) 





FIG. 3. STAIR EXERCISES ON DEVICE MADE FROM DESIGN 
OF COUNCIL ON PHYSICAL THERAPY. 
— (Illustration from Rehabilitation Clinic, Boston) 


method which is used at Passavant Hospital, Chicago. There 
is a 30-inch doorway between rooms enabling the technician 
to leave the doors between rooms open to hear patients in 
adjoining rooms while she is treating a patient. Complete 
privacy can be obtained by shutting all doors when neces- 
sary. All rooms communicate with the hall by a doorway 
wide enough to admit a hospital bed. 


Location of the Department 

In the locating of the physical-therapy department, the fol- 
lowing must be considered: » 

1. Accessibility to elevators from ward or rooms. 

2. Location near the hospital entrance and accessibility 
for the out patients without necessarily passing wards or 
rooms in going to the department. In Passavant Hospital the 
physical-therapy department is on the second floor, but in 
going to the department from the elevator a patient passes 
only the X-ray department and the clinical laboratories. At 
Alexian Brothers Hospital, Chicago, the department is on 
the first floor, so arranged that the patients do not pass wards 
or rooms. 

3. Easy movement of apparatus from the department to 
the patient's bedside. 

4. Nearness to the occupational-therapy department where 
functional occupational therapy is given. 

A general hospital .engaged in vocational rehabilitation 
should have a physical-medicine department. This consists of 
physical therapy and occupational therapy departments. The 
Office of Vocational Rehabilitation of the Federal Security 
Agency on April 1, 1944, stated under recommendations: 

“In the selection of hospitals, it is desirable to give prefer- 
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ence to hospitals larger than 100 beds, with well developed 
surgical and specialty services, medical social service, physical 
therapy, and occupational therapy departments.” 


Coordination of Departments 

Many general hospitals have properly located and co- 
ordinated their physical- and occupational-therapy depart- 
ments. The co-ordination of physical and occupational therapy 
in Massachusetts General Hospital is discussed by Watkins 
(Occ. Therapy 22:115, June, 1943). At St. Luke’s Hospital 
we have had the physical-therapy and occupational-therapy 
departments working together for years. Most private gen- 
eral hospitals will soon need a Department of Physical 
Medicine to carry out the Federal State Program for crippled 
children, the Federal State Program of Physical and Voca- 
tional Rehabilitation, and properly to treat many of the 
injured in civilian industry. 

A physical-therapy department cannot be considered ade- 
quate unless it is co-ordinated with an occupational-therapy 
department. Many reasons could be given but it can be 
illustrated in the treatment of injuries. The ordinary physical 
therapy given to a patient, at the most, lasts only an hour 
and the exercises have certain definite limitations. The 
human body is more than a machine, and the formal repeti- 
tion of a movement either with or without an apparatus is 
not of itself of maximum therapeutic value in increasing 
the amount of movement in a stiff joint or as an integral 
part of a larger co-ordinated movement because there is no 
psychological stimulant for personal incentive or sustained 
effort. 

Griffiths (Griffiths, H. E. “Rehabilitation After Fractures” 
in “After Care and Rehabilitation” by Rolleston and Mon- 
crief, London, The Practitioner, 1943) gives the following 
reason for using the occupational-therapy department for 
exercise: 


FIG. 4. SHOULDER EXERCISES ON STALL BAR MADE FROM 
DESIGN BY COUNCIL ON PHYSICAL THERAPY. 
— (Illustration from Rehabilitation Clinic, Boston) 
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“Prolonged exercise is often better obtained by exercise 
designated to interest the patient and to divert his attention 
from the particular group of muscles which we want to 
exercise.” He suggests: “A choice of exercise is easily made 
which will achieve the desired movement in each patient 
without his being conscious that this exercise is deliberately 
designed to produce the movement. For example, if a group 
of patients contain one man in whom it is desired to 
strengthen the vastus internus muscle of the leg by repeatedly 
bracing the knee; a second in whom it is desired to hyper- 
extend the spine; a third to flex the hip joint; a fourth to 
raise the arm at the shoulder; these men may be given the 
simple exercise of bouncing a rather soft football on the floor 
of a gymnasium hard enough to reach the ceiling. It will be 
found that, in spite of themselves, the desired movements 
will be attained time after time during the short period this 
exercise may be continued.” 

The co-ordination of physical, occupational, and recrea- 
tiona! therapy is often seen in a patient during a psycho- 
logically protracted convalescence. In recreational therapy, 
games are played in such a way as to encourage the man to 


excel and beat the technician. Often in treating a patient. 
he may spend a long time in the physical and functional 
occupational-therapy departments, but if he is not able to 
achieve his proper place in social accomplishments he will 
never be a rehabilitated patient. For instance, a man with an 
amputated hand with physical and functional occupational 
therapy and an artificial hand, would use his arm and artifi- 
cial hand to hammer nails and saw wood, but he would not 
be at ease and when the artificial hand was not in use he 
would keep it in his pocket. Not until he found that he 
could excel at the pool table did he realize that even with 
such a hand he could approximate equality with others. 

Aitken’ shows proper co-ordination of physical, occupa- 
tional, and recreational therapies which is being successfully 
tried at a pilot rehabilitation clinic in Boston. 

Hence, in summary, the adequacy of a hospital physical- 
therapy service depends on: 1. Trained personnel; 2. Proper 
equipment; 3. Good location; 4. Co-ordination with the 
occupational-therapy department. 


1Aitken, A. P., “The Rehabilitation Center,’ Rhode Island Med. J. 26:286 
Dec., 1943 and Va. Med. Mon., 71:177, April, 1944. 


The Development of an Occupational- 
Therapy Department’ 


THE aim of every hospital is to treat the patient so that 
he may be returned to the community in the best possible 
physical and mental condition in the shortest possible time. 
This is also the aim of occupational therapy. 


What Is Occupational Therapy ? 

Although occupational therapy is one of the most recent 
adjuncts of medicine, it is established as a definite part of 
the treatment of patients. It is under the direction and 
prescription of physicians in our leading hospitals and is an 
important part of the treatment of our war casualties. The 
accepted definition of occupational therapy is: “Any activity, 
mental or physical, definitely prescribed and guided, which 
will aid in or hasten recovery from disease or injury.” 

Since in developing a new department you must have 
properly trained personnel, I think at this time I should tell 
you where and how these therapists are trained. 


Sources of Personnel 

Until 1939, there were five schools offering this training. 
Today we have fourteen fully accredited schools which have 
been set up in many of our colleges and universities. Eight 
other schools are functioning but will not be fully accredited 
until the first classes are graduated. The requirements for 
this training have been laid down by the Council on Medical 
Education and Hospitals of the American Medical Associa- 
tion. Some of the subjects taught are anatomy, kinesiology. 
sociology, psychology, cultural subjects, arts and crafts, and 
recreation. The American Occupational Therapy Association 
maintains a registry for all qualified therapists. No one may 
be admitted to the register unless she has completed the 
prescribed course and has passed an examination for registry. 


*Paper read at Sectional Meeting on “The Hospital’s Place in the Physical 
Restoration Program of Vocational Rehabilitation,” Twenty-ninth Annual 
Convention of the Catholic Hospital Association, St. Louis, Missouri, Monday 
Morning, May 22, 1944. 
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Miss Ella V, Fay, O.T.R. 


Organizing a Department 

I am sure your organization will be interested to know that 
Mt. Mary College’ of Milwaukee, Wisconsin, offers a course 
Two nuns are members of the present senior class at Mt. 
Mary College. 

In organizing a new department many things must be 
considered carefully if the department is to give maximum 
service to the patient and the hospital. The following are a 
few important considerations: 

1. The type, size, and location of the hospital. 

2. The number and type of the patients to be treated. 

3. The physical plant needed and available for the de- 
partment. 

4. The financing of the department. 

5. Personnel. 

6. Actual relations with and care of the patient. 

7. The possibility of this department’s offering teaching 
facilities to interns, medical students, nurses, or other 
personnel. 

1. Is the hospital a general hospital or a tuberculosis. 
children’s, orthopedic, or neuro-psychiatric hospital? Will 
there be both in- and out-patient services? The type of 
equipment varies somewhat for these different units. 

2. Type of patients. If it is a charitable hospital with 
patients in the lower income brackets and fewer advantages, 
the approach will have to be different from the private 
hospital where the patient has greater income, educational, 
and cultural advantages. 

3. The physical plant. The number of patients to be 
treated will determine the amount of space needed to carry 
out adequate treatment. If a general hospital serves children 
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as well as adults or special treatments such as orthopedic 
or a cerebral-palsy clinic it may be necessary to have more 
than one shop or center. If there are large numbers of out 
patients as well as in patients, two shops may be necessary. 
Otherwise with one shop, the time and hours for each type 
could be planned to care for each group. 

Good lighting, ventilation, toilet facilities for patients and 
personnel, a preparation room with sink and stove and proper 
storage of supplies should be available. If the personnel lives 
out of the hospital, lockers, etc., should be provided. 

4. Finances. Definite and sufficient funds should be set up 
in a budget in order to take care of equipment and supplies. 
This may be part of the hospital budget or the funds may be 
provided through an auxiliary or other organization. Salaries 
should also be planned in the budget, with consideration for 
increases or additional future personnel. 

Depending on the size of the hospital, salaries for the 
director should range from $2,400 to $3,000 yearly; for assist- 
ants from $1,800 to $2,500. If maintenance is allowed, the 
same basis should be kept. 

Even though the patient is the end product of this treat- 
ment, the disposal of articles made by the patient under 
treatment must be considered. Either the articles made can 
be given to the patient for actual cost of the material, or 
they can be sold by the hospital. The therapist can assist 
with these arrangements. 

5. Personnel. Only properly trained and registered thera- 
pists should direct the department or give specific treatments. 
The usual ratio of personnel is one therapist to every 250 
patients unless special treatment clinics like cerebral palsy 
are set up. Here the therapist should have special training 
for these fields. 

If teaching facilities are to be set up, plans should be made 
for more than one therapist, so that one could administer 
the department, teach, and care for some patients; the other 
will then administer the treatments only. After the depart- 
ment has started, plans could be made to train volunteer 
assistants who would help with preparation work or per- 
haps bring non-functional or diversional work to some 
patients. 

The director should be responsible to the medical director 
of the hospital, in the same way as are the directors of 
nursing, laboratories, etc. It would be wise to have a com- 
mittee of doctors from various services as advisers to the 
director, with regular meetings, to discuss problems concern- 
ing patients and their treatments. The work of this depart- 
ment should be correlated with that of other departments. 
The physical-therapy department and occupational-therapy 
department should maintain close cooperation in the treat- 
ment of orthopedic and physical’ disabilities. It is recom- 
mended, in order to give the best service, that the therapist 
attend staff meetings and make ward rounds when the 
patient’s condition is discussed. 

6. Equipment. Some equipment must be purchased but it 
is possible that some could be made in the maintenance 
department. The average cost of equipment and materials 
for the first year for a 500-bed hospital should be about 
$1,500. There may be some difference under present condi- 
tions. The therapist during her training and with later 
experience learns the type and amount of equipment and 


materials needed for various types of treatments. The Ameri- 
can Occupational Therapy Association, 175 Fifth Avenue, 
New York City, has reprints of papers dealing with equip- 
ment and materials which would give valuable assistance. 

Looms, bicycle, jig saws, wood-working tools and benches, 
sewing machines, and tools for various crafts are part of 
standard equipment. An electric saw would be of great 
assistance to the therapist in making special equipment 
required for individual cases. 

Care of patients: All patients should be received for 
treatment only on prescription from the doctor, not through 
other services in the hospital. Definite record should be made 
of the patient’s condition on admittance and should be fol- 
lowed with clear, concise record of his progress. This could 
be kept in the patient’s chart or filed in a more convenient 
place so that they would be available to the doctor at all 
times. Good records are essential to chart carefully the 
treatment and follow the progress of the patient. Oftentimes 
these records are necessary in accident cases where future 
legal action may be taken. 

It is the duty of the therapist to provide the best possible 
treatment. The activities selected should meet the physical. 
psychological, and social needs of the patient. The work 
should be interesting enough so that the patient will want to 
help himself as well as to provide the necessary exercise and 
help for his readjustment. 


Objectives 
Any person who can sew, knit, whittle and carve, or do 
gardening can teach someone else if he has enough enthu- 
siasm, but this is occupation mot occupational therapy. To 
have good occupational therapy, we must have one who 
understands the condition and reactions of her patient, who 
can apply the activities through medical techniques and give 
her patient the desire, confidence, and ability to return to 

his normal place in the community. 


U. S. CADET NURSES AT BORGESS HOSPITAL, KALAMAZOO. 

MICH. BORGESS NURSES WERE THE FIRST TO WEAR THE 

UNIFORM IN KALAMAZOO. THERE ARE 102 CADETS 
31 JUNIOR CADETS; AND 71 PRE-CADETS. 
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Utility of Improvised Equipment 


THE old saying “If at first you don’t succeed, try, try 
again” does not hold true in X-ray technique, because, if we 
expose the patient repeatedly to X-ray we may have an 
X-ray burn and a costly damage suit on our hands. Our 
motto should be rather “Do it right the first time.” From 
the standpoint of radiology the human anatomy is quite 
complicated due to superimposition of other parts and the 
irregular contour of many of the bones, especially the bones 
of the face and some of the joints. To effect a radiological 
separation of these bones “angles” are used, either tilting 
the X-ray tube or rotating the part of the patient which is 
to be X-rayed. Once the proper angle is known much time 
can be saved, and the duplication of the same position can 
be attained by use of permanent angles made of wood, 
cardboard or metal. 

In this discussion, I shall confine my remarks to the 
utility of some of these “gadgets” or aids as used in our 
department. In the routine radiography of the ankle only 
the antero-posterior and the lateral views were taken in the 
past. In spite of the diagnostic value of the oblique view it 
was seldom used because the old technique required the 
tilting of the X-ray tube in two planes— anteriorly and 
distally —and the ankle also had to be rotated slightly 
beyond the lateral plane. When so many parts had to be 
angulated and rotated it was almost impossible to duplicate 
the same position. With the aid of our angle block (See 
Fig. 1), this position is easily attained simply by plac- 
ing the foot on the block which is cut at an angle of 45 
degrees; it is not necessary to tilt the X-ray tube, and the 
position can be duplicated without difficulty (See Fig. 2). 
The block is also used to immobilize the foot while the 
radiograph is being made, thus making it unnecessary for 
the technician or her assistant to hold the patient’s foot 
and run the risk of getting X-ray burns on the hands 
(See Fig. 3). This same angle block can be used in radiog- 
raphy of the sternum. This part of the human anatomy is 
always considered difficult to radiograph satisfactorily. We 
have been quite successful with our new technique for the 
radiography of the sternum, and this can be carried out on 
the regular X-ray table. The patient is placed in the right 

“Address given at the Sectional Meeting, ‘‘Wartime Practices in X-ray 


Service” of the Twenty-ninth Annual Convention of the Catholic Hospital 
Association, Kiel Municipal Auditorium, St. Louis, Mo., May 22, 1944. 


FIG. 2. POSITION OF FOOT DURING EXPOSURE. 
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Brother Dominic, C.F.A. 


oblique position, the right arm is placed along the patient’s 
side, the left arm is bent so that the patient rests on the 
elbow (Fig. 4). A binder about 10 inches wide is fastened 
around the patient’s chest just below the axilla. This binder 
permits the patient to breathe shallowly during the exposure, 
to blur out the shadow of the heart, lungs, and blood vessels 
(Fig. 5). The angle block is placed just below the lower 
end of the sternum. To make it more comfortable for the 
patient we use a sponge-rubber crutch pad which fits well 
over the wooden block. The casette is centered to the ster- 
num, the X-ray tube is angulated 5 degrees toward the 
patient’s head, and one half of the exposure is made. The 
tube is then angulated 5 degrees toward the patient’s feet 
and the second exposure is made on the same film. 

In some cases of facial injuries when the patient cannot 
be placed in the standard position, face downward, due to 
other injuries, a satisfactory radiograph of the zygoma can 
be obtained while the patient remains in the supine posture. 
The head is rotated toward the injured side until it rests 
on the angle block; the central ray is directed to the promi- 
nence of the cheek; both sides of the face are usually 
radiographed for comparison. 


END RESULT 


FIG. 4. PATIENT IN THE RIGHT OBLIQUE POSITION. 
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FIG. 1. THIS BLOCK CAN BE USED BOTH FOR ZYGOMA AND OBLIQUE ANKLE TECHNIQUE. 


This block can be used also in finding and retaining the 
proper angle in radiography of the spine in the oblique posi- 
tion for the facets. The patient is placed in the right or left 
oblique posture; the angle block is placed under the patient 
in such a way as not to cast a shadow on the exposed film. 
The patient then is turned until he rests on the block at a 
45-degree angle. Radiographs may be made with the patient 
in the lateroposterior or in the lateroanterior projection 
(Fig. 6). 
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The Knee Block 

In certain injuries or ankylosis of the knee joint, when 
the patient is unable to extend the leg, it is difficult to get 
a good view of the knee joint in the antero-posterior posi- 
tion. We have made a block from two empty chemical drums; 
the larger drum is 7 inches high, 10 inches wide, and 9 
inches long. The other is slightly smaller and made to 
telescope into the larger one. An X-ray film, usually 8 by 
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10 inches in size, is wrapped in black papes or placed in 
a light-proof envelope and bent so that it will fit over the 
smaller drum and then inserted into the larger drum. The 
drum is then placed under the patient’s flexed knee, the 
X-ray tube is angulated about 5 or 10 degrees depending 
on the degree of flexion of the knee. The foot is immobilized 
with sand bags (See Figs. 7 and 8). 

This same block can be used also for radiography of the 
head of the humerus. The drums are placed on a table, the 
arm is extended over the drum, the X-ray film is placed on 
the smaller drum as in the technique above, the central ray 
passes through the shoulder joint from above downward. 
A thin sheet of lead foil about 8 by 10 inches fastened to 
the upper side of the smaller drum prevents fogging due to 
secondary rays. 


Temporo-Mandibular Joint 

The temporo-mandibular joint is rather difficult to X-ray 
due to overlapping of other structures in that area. We have 
designed a tunnel made of wood just large enough to permit 
an 8 by 10 inch casette to pass through and 15 inches long, 
covered with a sheet of lead which has a 4-inch circle cut-out 
in the center of the block. A small tray is used to move the 
casette in and out. Two views are usually made, one with 
the mouth closed and the other with mouth open. This 
“gadget” can be used in the prone or in the upright plane 
(See Figs. 9 and 10). 


Stationary Grid 

We have had good results with a grid we made of two 
sheets of lead foil that comes wrapped around some brands 
of X-ray films. The lead foil and red paper were rolled out 
smoothly to remove wrinkles. Double thickness of this lead 
foil was mounted on two pieces of cardboard 11 by 14 
inches with adhesive tape; a washed X-ray film of the same 
size was taped .on the outside of each cardboard to keep 
it clean. This we use for bedside radiography of the hip or 
other heavier parts or when the patient cannot be moved 
onto the .X-ray table. The lead foil absorbs much of the 
secondary rays and prevents fogging of the film. To use this 
grid, the time or the voltage must be increased two times. 
It is placed on the casette under the patient. 


Cones 
Every department uses several sizes of cones depending on 
the type of work they are intended to do and the area 
they are to cover. Cones which are still scarce on the market 
may be replaced with lead diaphragms, which are thick sheets 
of lead made to fit the filter compartment of the X-ray tube 


FIG. 7. KNEE BLOCK. 
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and have a window cut-out in the center; the window may 
be round, square, or oblong, according to the kind of work 
that is intended. A window 2 by 2% inches will cover an 
8 by 10-inch film at 25-inch distance. A window 2 by 2% 
inches will cover a 10 by 12-inch film at 30-inch distance. 
A window 2% by 3 inches will cover a 14 by 17-inch film 
at 35-inch distance. 


FIG. 5. BINDER FASTENED AROUND PATIENT’S CHEST 


RADIOGRAPHY OF THE THE 


OBLIQUE POSITION 


FIG. 6 SPINE IN 


FIG. 8. KNEE BLOCK IN USE. 





FIG. 9. (ABOVE) FIG. 10. (BELOW). 


X-RAYING THE TEMPORO-MANDIBULAR JOINT. 


Safety Light 

It has been demonstrated recently that the darkroom safety 
lights were fogging films in the darkroom after they were 
exposed to X-rays. In a test made by laying an exposed X-ray 
film on the loading bench and covering it with a cardboard 
in which several windows were cut out and leaving it under 
the darkroom safelight for two or three minutes and then 
developing the film in the routine way, the areas exposed to 
the safety light would be darker than those which were 
covered with the cardboard. This was also noticeable in stereo 
films where one film would be darker than the other, even 
though they were given the same exposure technique. The 
first film taken out of the casette and placed on the loading 
bench would be darker due to light fog caused by the dark- 
room safety lamp. By hanging an 8-inch disc of cardboard 
directly under the lamp with three pieces of light cord, we 
have changed our ceiling safety lamp into an indirect light. 
With this light we can see the hangers on the wall, the 
developing tanks, sink, and so on, but it is perfectly dark on 
the loading bench covering an area about 6 feet. The dark 
area can be set for any given space as desired by increasing 
or decreasing the distance between the cardboard and the 
lamp. To find the desired distance to be blacked-out, extin- 
guish the other lights, hold the cardboard under the lamp that 
is to be blacked-out, raise or lower the cardboard until a 
satisfactory distance is found, suspend the cardboard at that 
distance with pieces of cord. The procedure is very simple, 
the cardboard can be made attractive with a little paint or 
by pasting a pretty picture on it. 


The Jaw 
In certain injuries or bone pathology of the mandible, it is 
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very painful to the patient to rest the injured part on the 
casette in the prone position at an angle of 107 degrees, that 
is, lying prone on the table and having the head hanging down 
over an angle block at about 17 degrees. We have been using 
a similar block mounted on the plate changer; the patient is 
seated on a chair and resting the injured side against the 
block which can be raised or lowered as necessary. This block 
can be used for radiography of the mastoid, antero-posterior 
and oblique views of the foot. It is made of wood, and the 
angle is 15 degrees. 


Lateral View of Neck of Femur 
In some surgical operations, as for example, insertion of a 
Lorenzo screw or Peterson nail, when time means much to 
the doctor and patient, time can be saved by having a 
“gadget” which consists of a tunnel, strong enough to bear 
the weight of the patient, 18 inches long and 17 inches wide. 
The opening of the tunnel is 1 inch to permit a casette and 
the tray to pass through; a plunger-like device holds the 
casette in place. A post made of balsa wood about 6 inches 
high prevents the patient from sliding when traction is ap- 
plied. A frame mounted on a hinged bracket is used to hold 
the casette in place while the radiograph is being made. A 
wire angle finder is used to sight the proper angle. An arch 

is used to hold the sterile sheets over the patient. 
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Nurse’s Aide 


MANY YEARS experience; 
available 24 hours a day, 7 
days a week. Will serve more 
in eliminating hidden costs 
than total of moderate wages 
required. Phone your Cutter 
distributor. 


It’s the time-saving, temper-saving, 
life-saving CUTTER SAFTIFLASK! 


With nurses and doctors both working double __. It’s just as easy — and so very sensible — to 
time these days—there’s more need than ever __ specify “‘solutions in Saftiflasks!” 
for the smooth, trouble-free performance of 
Cutter Saftiflasks ! 
No loose parts to wash and sterilize. No 
tricky gadgets to go wrong in the crisis! Just 
plug in your injection tubing. 
You'll find the steady, adjustable flow is 
as dependable as the solutions themselves — 
solutions tested in every conceivable way, with 
the infinite care of a biological laboratory. 


CUTTER LABORATORIES ¢« BERKELEY «© CHICAGO + NEW YORK 
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HOSPITAL ACTIVITIES 


COMMENCEMENT AND CAPPING 
EXERCISES THROUGHOUT 
THE NATION 


Throughout the nation, again, large and 
small groups of seniors received their di- 
plomas and joined the rank of registered 
nurses. Throughout the nation, too, large 
and small groups of pre-cadets received 
their nurse’s caps, haying completed their 
first step in training for the nursing pro- 
fession. In a few schools scholarships have 
been awarded, and in several others new 
courses have been set up. Red Cross train- 
ing has been progressing throughout the 
country. A summary of all these activities 
follows. 


Commencements 

Twenty young women received their 
diplomas as graduates of St. Vincent’s 
Hospital School of Nursing, Birmingham, 
Ala., at commencement exercises held in 
the hospital chapel on May 2. 

On May 14, nine students of St. Ber- 
nard’s Hospital School of Nursing, Jones- 
boro, Ark., were graduated in Holy Angels’ 
Convent Chapel. All the graduates were 
enrolled in the U. S. Cadet Nurse Corps on 
the preceding Saturday. 

Archbishop Mitty of San Francisco pre- 
sided at the commencement exercises for 
the 19 seniors of O'Connor Sanitarium 
School of Nursing, San José, Calif., May 
24. 

Twenty of the 88 recently graduated 
seniors of St. Francis’ Hospital School of 
































Now Offered with Detachable Blade and Thickness Gauges 


Modified Blair-Brown Skin Grafting Knife with 
Marck’s Thickness Determining Attachment 


At the suggestion of many users, the new 
Blair-Brown Skin Grafting Kmfe is now 
offered with a detachable blade and the 
Marck’s Thickness Determining Attachment 
is now furnished with a set of four copper 
plate gauges for accurately regulating the 
thickness of the desired skin graft from 6 to 36 
thousandths of an inch in 2 thousandths inch 
steps. In use, the gauges are selected for 
the desired thickness and are then placed 
between the knife edge and the threaded 
grip rod as shown in illustration ‘‘ H’’ above. 
The knurled thumb screws at both ends of 
the Marck’s Attachment then are adjusted 
until the space between the grip rod and 
knife edge provides a light tension on the 
gauges. 

The detachable blade feature greatly re- 
duces the cost of using the knife since extra 
blades are inexpensive and make it possible 
to own the equivalent of five knives at less 
than the former cost of two knives. These 
blades are made of razor steel and when 
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1831 Olive St. 


properly stropped by the emery flour method 
before each operation have been used in 
twenty or more operations before needing 
honing. A honing tube, “‘E,”’ is supplied 
with each knife to facilitate changing the 
angle for proper honing. A metal container 
which will hold seven biades is also included 
for use in storing and sterilizing the blades, 


B-B967 — Modified Blair-Brown Skin Graft- 
ing Knife, ‘‘B,’’ complete with one blade, 
Marck's Thickness Determining Attach- 
ment and set of four 


B-B968 — Modified Blair-Brown Skin Graft- 
ing Knife, ‘‘D’’ (same as above but with- 
out Thickness Determining 
Attachment) 


B-B970 — Blair-Brown Knife 
Blades only, each 
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Nursing, Hartford, Conn., were signed up 
in the cadet corps. This large graduating 
class received diplomas in St. Joseph's 
Cathedral, June 11, from Bishop Maurice 
F. McAuliffe of Hartford. During com- 
mencement week, the seniors planted trees 
on the hospital grounds and dedicated 
them to the alumnae in service. 

On May 25, in the hospital chapel, 16 
seniors of St. Francis’ Hospital School of 
Nursing, Wilmington, Dela., were gradu- 
ated. Bishop FitzMaurice of Wilmington 
celebrated the graduation Mass, delivered 
the commencement address, and presented 
the diplomas to the graduates. 

Three religious and 12 lay graduates re- 
ceived diplomas at Alexian Brothers’ Hos- 
pital School of Nursing, Chicago, Ill., June 
4. The religious are Brother Regis Appel, 
C.F.A. (valedictorian of the class), Broth- 
er Daniel Hartnett, C.F.A., and Brother 
Lambert Smid, C.F.A. Most of the 12 
laymen who were graduated will go into 
the armed forces. Very Rev. Michael J. 
O’Connor, C.M., president of De Paul Uni- 
versity, with which the school of nursing 
is affiliated, delivered the commencement 
address. 

The thirty-second annual commence- 
ment program of St. John’s Hospital 
School of Nursing, Springfield, Ill., June 4, 
honored seven Sister-graduates and 72 lay 
graduates. Bishop Griffin delivered the ad- 
dress and presented the diplomas. 

At Mercy Hospital School of Nursing, 
Cedar Rapids, Ia., 21 seniors received their 
diplomas. Seventeen of the group were 
registered in the U. S. Cadet Nurse Corps. 

Annual commencement exercises were 
held in May for 16 seniors of Mercy Hos- 
pital School of Nursing, Clinton, Ia. 

Seventeen of the 21 May graduates of 
Mercy Hospital School of Nursing, Du- 
buque, Ia., received their certificates of 
graduation as members of the U. S. Cadet 
Nurse Corps. 

The hospital chapel was the setting for 

the graduation exercises for 17 seniors of 
Mercy Hospital School of Nursing, lowa 
City, Ia. 
The largest graduating class in the history 
of St. Vincent’s Hospital College of Nurs- 
ing, Sioux City, Ia., received their diplomas 
from Bishop Edmund Heelan of Sioux 
City. fhe class numbered 27. Rev. Francis 
Friedel, president of Trinity College, de- 
livered the commencement address. Other 
speakers were Rev. Dominic Lavan, O.S.B., 
Mayor Forrest M. Olsen, and Dr. Ray- 
mond J. Duling. Capt. Stanley Gaines, 
chaplain at the air base, delivered the 
sermon at the graduation Mass. 

One Sister and ten lay nurses made up 
the graduating class of St. Francis’ Hospital 
School of Nursing, Topeka, Kans. The ex- 
ercises were held on June 2, at St. Mary’s 
College, Xaxier. The Sister-graduate is 
Sister Marguerite of Xavier. 

Joint commencement exercises were held 
in Louisville, Ky., for 43 seniors of St. 
Joseph’s Infirmary School of Nursing, 25 
of SS. Mary and Elizabeth’s Hospital 
School of Nursing, and 11 of St. Anthony’s 
Hospital School of Nursing. The program 
was held in Nazareth auditorium on May 
11. Archbishop John A. Floersh of Louis- 
ville conferred the diplomas. Col. John 
M. McGraw, commander of Bowman 
Field air base, was the speaker. 

Archbishop Edward Mooney of Detroit 
awarded the diplomas to the 49 seniors of 
Providence Hospital School of Nursing, 
Detroit, Mich., at the annual baccalaureate 
Mass, May 23. 

On June 4, 21 cadet nurses of St. 
Joseph’s Hospital School of Nursing, Mt. 


(Continued on page 39A) 


HOSPITAL PROGRESS 





HOSPITAL ACTIVITIES 
(Continued from page 32A 


Clemens, Mich., received their graduation 
certificates. Capt. John Hill of Selfridge 
Field participated in the ceremonies. Two 
Sisters were included in the class: Sister 
Marie Fidelis and Sister Gertrudis, both of 
Cincinnati, Ohio. 

The thirty-first commencement exercises 
of Misericordia Hospital School of Nurs- 
ing, New York, N. Y., took place June 16, 
at the Hotel Commodore in honor of 30 
graduates. Two of the group are members 
of the Religious Order of Felician Sisters. 
Seven of them are cadet nurses. 

A group of 32 young women made up 
the recent graduating class of St. Joseph’s 
Hospital School of Nursing, Syracuse, 
N. Y. This is the hospital’s diamond jubi- 
lee year; the school was established in 
1905. 

Msgr. E. M. O’Hare of Sylvania was 
sent as the bishop’s representative at the 
graduation exercises for 15 seniors of St. 
Rita’s Hospital School of Nursing, Lima, 
Ohio, May 28. 

On May 27, the 49 graduates of Mercy 
Hospital School of Nursing, Toledo, Ohio, 
received their diplomas from Bishop Alter. 

Exercises for 30 graduates of Sacred 
Heart Hospital School of Nursing, Allen- 
town, Pa., were held on May 14. The 
main speaker was Lt. Stanley G. Kuffel, 
US.N. Plans are awaiting governmental 
priorities for the erection of another story 
onto the nurses’ home; this will increase 
the number of student nurses to 140. 

At Mercy Hospital School of Nursing, 
Scranton, Pa., 24 young ladies received 
their diplomas in the school’s silver jubilee 
graduation. His Excellency, Most Rev. 
William J. Hafel, D.D., bishop of Scranton, 
conferred the diplomas. 

All of the 34 graduates who recently 
received their diplomas from Mercy Hos- 
pital School of Nursing, Wilkes-Barre, Pa., 
are members of the U. S. Cadet Nurse 
Corps. This was the school’s forty-fifth 
annual commencement exercise. 

Bishop Brady of Sioux Falls presented 
diplomas to the graduating classes of Mc- 
Kenna, St. Luke’s, and St. Joseph’s units 
of Presentation School of Nursing, Aber- 
deen, S. Dak. Exercises for the 25 Mc- 
Kenna graduates were held at St. Joseph’s 
Cathedral, Sioux Falls, May 10, at 8 p.m. 
The 29 St. Luke’s seniors received their 
diplomas in the chapel of Presentation 
Convent, Aberdeen, following the 9 o’clock 
Mass celebrated by His Excellency for the 
graduates, May 11. The 26 St. Joseph’s 
students received their diplomas at 8 p.m. 
that evening from the Bishop, in their 
hospital chapel. The Bishop addressed all 
three groups. The fourth hospital unit — 
Holy Rosary, Miles City, Mont.—re- 
ceived their diplomas on May 11. 

Thirteen seniors of St. Mary’s Hospital 
School of Nursing, Galveston, Tex., re- 
ceived their diplomas, May 28, after pon- 
tifical Mass celebrated in St. Mary’s 
Cathedral by Bishop C. E. Byrne. 

Twenty-seven nurses received diplomas 
when St. Joseph’s Hospital School of 
Nursing, Tacoma, Wash., held its com- 
mencement exercises, June 4. 

Service was the keynote of the com- 
mencement address, May 28, at the an- 
nual exercises of St. Agnes’ Hospital School 
of Nursing, Fond du Lac, Wis. The class 
was composed of one nun, Sister M. Irene, 
CS.A., and 36 young. women. The speaker 
was Rev. George H. Strass, C.SS.R., of 
Oconomowoc. 

With the director of their school leading 
them, eight new graduates of Misericordia 

(Continued on page 40A) 
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HOLTZER-CABOT 
Nurse's Calling Systems 


Holtzer-Cabot Nurses’ calling systems quickly summon the 
nurse to a patient's bedside. Pressure upon a button sounds 
buzzers and illuminates lamp signals at selected points. Acci- 
dental dropping of button will not reset.or detach plug. How- 
ever, if a plug should become accidentally detached, lamp signal 
lights and buzzer sounds continuously until plug is replaced. 

Holtzer-Cabot is equipped to supply complete Nurses’ Call- 
ing systems ...as well as other signaling equipment, such 
as, Phonocall System, visual and voice paging, staff registers, 
return calls, night lights, etc. ... for new installations or as ex- 
tensions to existing systems. Our engineers will gladly analyze 
your needs, make recommendations and supervise installa- 
tions. Their services are always available without obligation. 
Ask for their help. 

Catalog, giving complete information on Holtzer-Cabot 
Hospital Signaling and Communication equipment, will be sent 
on request. 


One responsibility— Satisfactory operation of complete systems. 


THE HOLTZER-CABOT ELECTRIC CO. 


5 


400 Stuart St., Boston!7, Mass. * Engineers Located in Principal Cities 
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Hospital School of Nursing, Milwaukee, 
Wis., took the solemn pledge of a gradu- 
ating nurse at commencement exercises, 
June 2. 


Capping Exercises 

St. Vincent’s Hospital School of Nursing, 
Los Angeles, Calif., held its first all-cadet 
capping exercise on May 28 for 23 stu- 
dents. The ceremony was held on the 
hospital rocf garden, and the student offi- 
cers of the school took part. Rev. James 
Dolan in his address to the students and 
guests cited the heroic services of the 
nurses on the homefront and the battle- 


were capped at St. John’s Hospital School 
of Nursing, Springfield, Il. 

Thirty-eight cadet nurses of Providence 
Hospital School of Nursing, Detroit, Mich., 
received their nurse’s caps and pronounced 
a pledge of fidelity to duty at a recent 
ceremony in the hospital chapel. 

Thirty-one of the 36 recently capped, 
pre-clinical students of St. Joseph’s Hos- 
pital School of Nursing, Philadelphia, Pa., 
were inducted, at the time, into the U. S. 
Cadet Nurse Corps. Fourteen intermediate 
students also enrolled in the cadet corps. 

The annual capping ceremonies for 1944 
at Braddock General Hospital, Braddock, 
Pa., were held for 17 girls. The program 
was held on Sunday afternoon in the 
Carnegie Library. 


front. 


A large group of 6? pre-clinic students lay 


One nun, Sister M. Redempta, and 31 
students comprise the class of 1946 


In the treatment of dermatoses 
use the desired medicament in 


CROLEUN 


REG. U. S. PATT. OFF. 


CROLEUM PRODUCTS 


No. 137- 
No. 147 


No. 157 


No. 167 
No. 177 


No. 187- 


Per Quart 
Croleum plain $2.35 
Croleum 
5% Sufathiazo'e 
C olerm 
4% Su'fathiazole 
Croleum 8 Sulfur 
Croleum 
0.2 % Copper Sulfate 
Croleum 
10% Calomel 


It is a creamy fluid, easy to apply by 
pouring, swabbing or spraying and 


spreads instantly on wet or dry areas. 
It is just as easy to remove with water. 


OTHER FEATURES 


Does not “wall-off” medicament from wound 
wita grease fim. 

Excelient detergent and wound cleanser. 
Actively penetrates into tiny cracks 
cre ices. 

Non-irritating, non-drying, low cost. 
Very effective adherent dress ng remover. 
F ne quality baby oil and_massage lubricant. 
Consistency adjustable with water dilution. 


and 


CROLEUM is an entirely new topical applicant 
vehicle, scientifically developed to improve and 
control the therapeutic action of the most com- 
monly used topical medicaments. 

CROLEUM establishes and maintains intimate 
wound-medicament contact in wet or dry treated 
impenetrable grease film is formed. 
Low, less-irritating, drug percentages (Sulfa- 
thiazole, Sulfur, Calomel, etc.) produce thera- 
peutic results which often cannot be obtained with 


much higher concentrations in ordinary vehicles. 


areas. No 


CROLEUM is supplied as a plain vehicle, ideal 
for compounding prescriptions; as a baby oil and 
as a massage lubricant. Our ready-to-use medica- 
ments are listed to the left. 


Literature and generous sample on request. Write 
Dept. HP 7, 843 W. Adams St., Chicago, Ill. 


OP HOSPITAL LIQUIDS 


Incorporated 


NEW YORK + CHICAGO: LOS ANGELES 


and recently received their caps at St, 
Joseph’s Hospital, Providence, R. I. 

The largest class of cadet students to be 
capped in Seattle, Wash., consisted of sty- 
dents of Providence Hospital School of 
Nursing. Two nuns and 23 lay students ig 
the group are working toward a degree, 
while 61 lay students are working for 
diplomas. 

Nine preliminary students of St. Elizg- 
beth’s Hospital School of Nursing, Yakima, 
Wash., were presented with caps, May 1, 

The second victory class, comprised of 
six young women, received their caps and 
took their pledges as cadet students at 
Holy Family Hospital School of Nursing, 
Manitowoc, Wis., May 28. 


Induction Ceremonies 

An induction. ceremony for 58 students 
was held at St. Mary’s Hospital School of 
Nursing, Evansville, Ind., in the nurses’ 
home, April 27; ten of the students were 
members of the graduating class. Fourteen 
students were inducted into the U. §, 
Cadet Nurse Corps at St. Anthony’s Hos- 
pital School of Nursing, Terre Haute, Ind. 
At St. Joseph’s Hospital School of Nursing, 
Ottumwa, Ia., 55 student nurses were in- 
ducted as cadet nurses. The first U. §, 
cadet nurses in Sioux City, la., were in- 
ducted at St. Vincent’s Hospital School of 
Nursing where they are students; 50 young 
women were in the group; at the induction 
ceremony, held in the hospital chapel on 
May 13, Capt. Stanley Gains delivered the 
sermon and the hospital chaplain con- 
ferred Benediction. A total of 906 nurse§ 
were inducted into the U. S. Cadet Nurse 
Corps in New Orleans, La., May 13; the 
largest group, 542, are from Charity Hos- 
pital School of Nursing, 136 from Hotel 
Dieu Hospital School of Nursing, 64 from 
Mercy Soniat Memorial Hospital School 
of Nursing, and the remainder from non- 
Catholic institutions. A large group of 
students were inducted into the cadet nurse 
corps, on national induction day, at Wheel- 
ing Hospital School of Nursing, Wheeling, 
W. Va.; the program was held in Carroll 
Club auditorium and consisted of tributes, 
speeches, and short ceremonies that be- 
fitted the day. 


New Classes and Courses 

A record-breaking class of nursing stu- 
dents in the history of Presentation School 
of Nursing, Aberdeen, S. Dak., was en- 
rolled on June 5. There are 114 students 
in all. Their classes began, June 7, at 
Northern “State Teachers College where 
they are taking a three-months basic sci- 
ence course. Fourteen of the new students 
have older sisters who are either graduate 
or student nurses at the school. 

The College of Mt. St. Vincent’s School 
of Nursing, New York, N. Y., officially 
approved for participation in the U. S. 
Cadet Nurse Corps, has been awarded 15 
partial scholarships as the result of a com- 
petitive examination held on April 1. An- 
other examination will be held on August 5. 

At St. John’s University School of Nurs- 
ing Education, Brooklyn, N. Y., a new 
course in industrial nursing is being con- 
ducted for nurses engaged in or will enter 
the field of industrial nursing. The course 
is given three evenings a week. 

At the Catholic University School of 
Nursing Education, Washington, D. C., a 
workshop on administration problems In 
nursing suggested by the Council for War 
Service, has been arranged for the summer 
session. 


Red Cross Activities 
Red Cross activities among non-profes- 
sional people include the completion of 4 
(Continued on page 42A) 
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SAFETY FIRST 





Savery used on all classes of work — regardless 
of color or fabric — there’s nothing quite like 
Wyandotte Yellow Hoop in the field of laundry 
cleaners to keep satisfied customers. It is an all- 
purpose detergent. 

Then, too, with this mild, dependable cleaner, 
you get lasting suds in your wheel — for, as 
laundrymen everywhere have discovered, it’s a 
soap-builder extraordinary! Whiteness stays, but 
stains and dingy discoloring go, when Yellow 
Hoop gets in its gentle yet thorough persuasion. 


WYANDOTTE CHEMICALS CORPORATION 
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J. B. FORD DIVISION 


—and always—with Wyandotte Yellow Hoop 


Bleaching troubles? A grand soft bleach re- 
sults from Yellow Hoop used with chlorinated 
lime. Or, if labor shortages have you stymied, 
you can save bleach by using just a bit more of 
this energetic cleaner, if the work requires it. 

Always eager to give you the benefit of his skill 
and experience is the Wyandotte Representative. 
With his complete line of laundry detergents and 
other famous Wyandotte laundry products, he 
can help you get the best results in all operations. 
Why not talk things over with him — today? 


yandotte 


SERVICE REPRESENTATIVES IN 88 CITIES 


WYANDOTTE, MICHIGAN 
41A 





HOSPITAL ACTIVITIES 
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30-hour home-nursing course by every girl 
in St. Joseph’s High School, Dubuque, Ia. 
At Wichita, Kans., all through the spring, 
nurses’ aides were being trained for the 
new St. Joseph’s Hospital in order to in- 
sure adequate assistance for the medical 
personnel when the institution is opened 
by the Sisters of St. Joseph. At St. Peter’s 
Hospital, Brooklyn, N. Y., a Gray Ladies’ 
Unit has been added to the volunteer sys- 
tem that has been in service. A large group 
of ladies completed the Red Cross home 
nursing course recently conducted at St. 
Adalbert’s Parish, Glen Lyon, Pa. Nine- 
teen Gray Ladies received their certificates 
on May 28 and have their names added 
to the role of Red Cross workers at Mercy 








Hospital, Cedar Rapids, la. Red Cross 
home nursing courses were completed in 
May at St. Michael’s High School, Pontiac, 
Mich., by 50 students. 

ALABAMA 

To Buy Second Plane. Plans are being 
made by the Birmingham Deanery Council 
of the W.C.C.W. to purchase a hospital 
plane at the cost of $125,000. Their goal 
of $350,000 for the purchase of their first 
plane was exceeded by $27,794. The first 
plane was a bomber, which they had 
named “Our Catholic Heroes.” 

Hospital Exclusively for Negroes. At 
the urging of Bishop T. J. Toolen of 
Mobile, who said: “In God’s Name, do 
something to help both the doctors and 
the poor colored people they are trying 
to care for,” the Fathers of St. Edmund 





TO BRINING 


WITH REFINITE 
SALT-O-MATIC 
BRINING SYSTEM 


Here is another important, exclusive addition to 
Refinite Solo Valve controlled Water Softeners 
... one that offers a valuable time-saving feature 
. .. it’s the new Salt-O-Matic Brining System. 
With it, regeneration which requires only forty 
minutes for Refinite Water Softeners, is reduced 
to these simple stps: (1) At nd of softening run 
operator sets valve for backwashing. (2) When 
alarm Bell signifies end of backwashing, valve is 
placed in brining position. (3) At end of brining, 
alarm rings and solo valve is placed in service 
position. No other valve adjustments are needed. 
Actually, during the entire regeneration process, 
less than 5 minutes of the operator’s tim is re- 
quired, a valuable time-saver for you! 


Write today for complete details on Refinite quality water 
conditioning equipment. There is no obligation. 


Since 1917 


The |S efinite Corporation 
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106 Refinite Building, Omaha, Nebraska 


are directing the renovation of Good 
Samaritan Hospital at Selma, which the 
diocese bought exclusively for Negro 
patients. The diocese also bought five addi- 
tional houses on the block; they will be 
joined together and connected with the 
hospital building. The necessary repairs 
and renovations will cost $34,000, said Rev. 
Francis Casey, head of the Fathers of St. 
Edmund in Alabama, and chairman of 
the hospital board of trustees and exec- 
utive officer of the hospital, and a nation- 
wide appeal will be made for funds to 
carry on this project. 

A charitable clinic to provide pre-natal, 
post-natal, surgical, and medical services 
will be opened on September 1. To the 
hospital will be added also complete X-ray, 
laboratory, and maternity services, all of 
which are lacking at present. The Sisters 
of St. Joseph of Rochester, N. Y., will 
operate the hospital under the guidance 
of Sister M. Anastasia. The staff of the 
newly purchased hospital was elected at 
a recent meeting of the staff of the 
Selma Baptist Hospital, from whose owner 
the diocese purchased the institution. Dr. 
Samuel O. Moseley was chosen chief-of- 
staff, Dr. William W. Burns chief consult- 
ing physician, and the following doctors 
compose the executive committee: Kenneth 
Lucky (chairman), Renbert Bayne, William 
Ehlert, and T. W. Donald. Five other 
doctors were named to places on the active 
staff. The Fathers of St. Edmund have 
already established a church and school 
in Selma. 


ARKANSAS 

Begin Construction on Addition. Con- 
struction of the addition to St. Vincent's 
Infirmary nurses’ home annex, Little Rock, 
has begun. The first floor will house two 
demonstration classrooms, a _ chemistry 
laboratory accommodating 32 students, 
laundry, kitchenette, and a storeroom for 
luggage, etc. The second and third floors 
will each contain eight double rooms and 
plumbing facilities for 32 students. The 
work began on June 14 and is scheduled 
to be completed within 80 calendar days, 
which means that the building will be 
ready for a September victory class. Half 
of the necessary funds is being supplied 
by the FWA. The Sisters of Charity of 
Nazartth are in charge of the hospital 
and school. 


CONNECTICUT 

Sponsor Two Million Building Fund. 
Citizens of. Hartford comprise the com- 
mittee that is sponsoring the raising of 
$2,000,000 for the building fund of St. 
Francis’ Hospital, in that city. Since it 
was founded in 1897, the institution has 
grown from a small set-up to its present- 
day overcrowdedness. One of the proposed 
four-story additions will house a complete 
and enlarged physiotherapy department, 
and accommodations for 66 medical and 
surgical patients. The other four-story 
addition will join the present maternity 
building. Two floors of this building, 
which will provide 191 beds, will be 
devoted to the care of mothers and their 
babies. Last year the number of births 
numbered almost 2,500, which was 75 per 
cent more than five years ago. St. Francis’ 
Hospital is in charge of the Sisters of 
St. Joseph. 


FLORIDA 


Hospital Chaplain Dies. Rev. Joseph 
J. MclIsaac died on June 1 in St. Vincent’s 
Hospital, Jacksonville, where he had been 
chaplain to the sick only since last Novem- 


(Continued on page 44A) 
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ber. His period of illmess was short. His 
funeral Mass was offered up in the hospital 
chapel by Rt. Rev. Msgr. D. A. Lyons, 
pastor of St. Paul’s Church. His remains 
were sent to Detroit, Mich., where Father 
MclIsaac had been stationed before coming 
to Jacksonville. 

Sister-Pharmacist Dies. A chapel filled 
with religious and lay friends and a stu- 
dent nurse guard-of-honor paid their last 
respects to Sister Theresa Rider at her 
funeral Mass in the chapel of St. Vincent’s 
Hospital, Jacksonville, June 5. Sister 
Theresa, a Daughter of Charity of St. 
Vincent de Paul for 44 years, had been 


pharmacist at the hospital for a number 
of years. 


IOWA 


Hospital Gets $70,200 Grant. The Fed- 
eral Works Agency will allot $70,200 to 
Mercy Hospital, Cedar Rapids, for the con- 
struction of a nurses’ home and training 
facilities. The grant will make possible 
immediate construction of a building for 
housing 40 beds, classrooms, and a dietetic 
laboratory. The complete job will entail 
an expenditure of $400,000, for which an 
expansion-fund campaign will be launched. 
Heretofore Mercy Hospital, conducted by 


‘the Sisters of Mercy, never had a nurses’ 


home, having housed its nurses on the fifth 
floor of the hospital. When the number of 





ey 


Hospitals in- 


1,603,238 
Other Patents 
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AEROPLANE SPLINT 


Transparent 
to X-Ray 


No. SLN, 


adjustable for 


different lengths of upper 
arm and forearm, for short 
and tall patients, etc., with 
ratchet for positive fixa- 


tion. Use right or left. 


Fracture Book sent 


on request 


patients increased too much the nurses haq 
to move their living quarters to the former 
St. Berchman’s School for Boys at Marion 
seven miles from the hospital, and t, 
private homes, thereby increasing the diff. 
culties of conducting a school of nursing. 
The new building will mark the schooj 
for approval to train U. S. cadet nurses, 


KENTUCKY 


To Have Hospital. Plans are now well 
under way for the erection of a new 
hospital in Owensboro, according to an 
announcement issued by the chancery office 
of the Diocese of Owensboro. A ten-acre 
tract of land has been purchased as the 
site on which to build the structure, and 
the Sisters of Mercy (Province of Cip- 
cinnati) have been elected to take on the 
supervision of the hospital. Mother Mary 
Grace, provincial superior, and the three 
members of her provincial council came to 
the city to make final and decisive plans, 
The hospital is scheduled to be a modern 
institution with a capacity for from 50 
to 60 patients, and laid out so that it 
easily can be enlarged when necessary, If 
the diocese is unsuccessful in getting 
priority rights for building their hospital, 
they will go as far as they can till the 
building restrictions are lifted. 


MICHIGAN 

Nurses’ Federation Holds Institute. The 
Federation of Catholic Nurses of the 
Saginaw Diocese held an_ institute on 
May 7 at Mercy Hospital, Bay City. Rey. 
Frank McPhillips, pastor of the student 
chapel at the University of Michigan, was 
the guest speaker. 

Plan Nurses’ School. Plans for the 
establishment of a school of nursing at 
St. Joseph’s Hospital, Flint, have been 
revealed by Mother M. Raymond, superior. 
As approved by state authorities, the 
school will have accommodations for 100 
students. With the approval of the Fed- 
eral Works Agency for financial aid, which 
is now being sought, work on the build- 
ing will start in the near future. Tentative 
plans call for the erection of a modem 
structure of classrooms and living quarters, 
which will cost about $250,000. This 
institution is operated by the Sisters of 
St. Joseph of Nazareth, Mich. 

Fo Start Building. On August 1 work 
will be begun on the new nurses’ home 
at St. Mary’s Hospital, Saginaw. Costing 
about $200,000, the building fund has 
already more than $105,000 in subscrip- 
tions by local organizations and individuals. 

Cadets Present Musicale. The cadets 
of St. Mary’s Hospital School of Nursing, 
Detroit, presented a musical phantasy, “The 
Maltese Cross,” at the CYO hall on June 
23. The proceeds will be distributed, part 
will go into the student nurse fund and 
the remainder will go to the scholarship 
fund, which the group is endeavoring to 


build up. 
MISSISSIPPI 

Blesses Home and Hospital Addition. 
Most Rev. Richard O. Gerow, bishop of 
Natchez, blessed the new nurses’ home 
and the $100,000 addition to Biloxi Hospi- 
tal, Biloxi. The hospital is owned by the 
city of Biloxi and managed by the Sisters 
of the Third Order of St. Francis. 


RHODE ISLAND 
Dies After Long Illness. Sister Celes- 

tine Gillooly passed away at St. Joseph's 
Hospital, Providence, in March, after an 
illness of almost six years. She entered the 
motherhouse of the Sisters of the 
Order Regular of St. Francis at Alleghany, 
N. Y., 56 years ago and had served @ 
various hospitals out east. 

(Continued on page 55A) 





To Help You Evaluate the Stader Splint for 
External Skeletal Fixation... 


-++ here are some of the advantages which it offers 
as an aid to treatment results in most fracture cases 


@ Because it employs a sound mechanical prin- 
ciple it combines, in a single compact unit, the 
means for not only accurately controlling reduc- 
tion but also for securely retaining fixation. 


@ Its application obviates the use of extension 
apparatus, special reduction frames, and plaster 
casts—the elimination of which means an un- 


restricted circulation essential to bone repair. 


@ It bridges the fracture with a single adjust- 
able connecting bar which serves as the splint, 
and assures the essential fixation. 


@ Applying it to one aspect of the fractured 
limb only, it affords complete articular freedom 
above and below the fracture, and thus mini- 
mizes joint disabilities due to long periods of 


immobilization. 


@ The seven available Stader splints provide 
for the reduction and fixation of fractures of 
the humerus, radius and ulna, femur, tibia and 
fibula, os calcis, clavicle, and mandible. 


@ Write for illustrated folder and reprint of authen- 
tically reported clinical results. Address Dept. ]37. 
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New Supplies and Equipment 


Production, Service, and Sales News for 


Hospital Buyers 


‘CALIGESIC’ OINTMENT 


A greaseless, anesthetic and analgesic 
calamine ointment with specific anti- 
pruritic action has been released. ‘Caligesic’ 
Ointment, containing calamine, benzocaine, 
and hexylmcresol, is supplied in 1% ounce 
collapsible tubes. It is recommended in the 
symptomatic treatment of certain types of 
dermatitis, including poison-ivy and 
poison-oak dermatitis, summer rash, 
pruritis ani, pruritis scroti, skin inflam- 
mations and irritations, and temporary 
eruptions of the skin. The analgesic effect 
of ‘Caligesic’ Ointment quickly controls 


itching and affords relief over a long period 
of time. This bland ointment may be 
applied safely to infants as well as adults. 
Sharp & Dohme, 640 N. Broadway, 
Philadelphia, Pa. 
For brief reference use HP—710 


ROLLPRUF SURGICAL GLOVE 


Announcement is made of a new Roll- 
pruf Surgical Glove made of DuPont’s 
neoprene. Among the qualities claimed is 
a satiny softness, less constriction of the 
hands, with greater comfort and an in- 
crease in finger-tip sensitivity. It will 
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stand a great number of sterilizings and 
is apparently free from the allergen which 
in rubber gloves sometimes causes derma- 
titis of the hands. 

The Pioneer Rubber Company, Willard, 
Ohio. 

For brief reference use HP—711 


ULTRAVIOLET LAMPS 


Prescription model ultraviolet lamps are 
again manufactured. Three types, known 
as the travel, home, and prescription, are 
available on a doctor’s prescription. 

Hanovia Chemical and Manufacturing 
Co., 233 New Jersey R.R. Avenue, New- 
ark, N. J. 

For brief reference use HP—712 


STAINLESS STEEL EQUIPMENT 
AGAIN AVAILABLE 


Important items of hospital equipment 
hitherto unavailable in stainless steel now 
may be obtained in this highly sanitary, 
corrosion-resisting metal, the War Produc- 
tion Board having released stainless steel 
for the purpose. Hospitals will welcome 
this news. Folder on application. 

S. Blickman, Inc., 1800 Gregory Ave., 
Weehawken, N. J. 

For brief reference use HP—713 


PANTOPAQUE 

Pantopaque, the new myelographic con- 
trast medium used exclusively by the Army 
and Navy for the past two years in 
diagnosing ruptured intervertebral discs by 
X-ray, has just been made available to 
civilian hospitals and surgeons. Pantopaque, 
a mixture of ethyl esters of isomeric iodo- 
phenylundecylic acids, is an absorbable 
oil-type contrast medium of remarkably 
low viscosity. It was developed especially 
for myelography and has proved very 
satisfactory in the diagnosis of ruptured 
intervertebral discs. Because it flows freely, 
Pantopaque is easily injected into the 
subarachnoid space, reveals minute details, 
and can be removed after examination. 
Interest in Pantopaque has been aroused 
by the wide use of this new medium in 
both the Army and Navy. It is available 
in boxes of three and six ampoules. 

The Kelley-Koett Mfg. Co., Covington, 
Ky. 

For brief reference use HP—714 


SULFATHIAZOLE STERILOPES 


Sulfathiazole Sterilopes offer a conven- 
ient method of applying sulfathiazole. 
Each Sterilope (Abbott’s sterile envelope) 
consists of an outer sealed envelope and 
an inner envelope with sifter top, contain- 
ing 5 grams of sterile sulfathiazole powder. 
Like other forms of sulfathiazole, the 
powder is believed most effective against 
infections due to staphylococci, gonococci, 
pneumococci, and hemolytic streptococci. 
It has been used locally in the treatment 
of contaminated traumatic and surgical 
wounds, where it is dusted into the wound 
after the customary cleansing and debride- 
ment. 0.1 Gm. per square inch distributed 
evenly provides the optimum dosage. 
Sulfathiazole Sterilopes are obtainable in 
packages of 6 and 25. 

Abbott Laboratories, North Chicago, IN. 

For brief reference use HP—715 


SUGAR TABLETS 


Sulfamerazine Dulcets, each containing 
5 grains (0.324 Gm.) are pleasant-tasting 
sugar tablets especially designed for chil- 
dren. They are brown and have a cocoa 
flavor. For treatment of infections caused 
by pneumococci, meningococci, and hemo- 
lytic streptococci; available in bottles 
of 100. 

Abbott Laboratories, North Chicago, IU. 

For brief reference use HP—716 
(Continued on page 50A) 
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Other Unusual Values 


» Clonee 


Rolipruf Surgical Gloves 


Rollprufs of finest virgin latex, very 
sheer but tough — flat-banded 
wrists, no roll to roll, resist tearing. 

no more than any good grade 
ordinary style glove. 


Obstetrical Roliprufs, elbow length, 
made in Pioneer's either-hand 
style, fit either left or right hand 
snugly. Finest virgin latex, flat- 
banded tops cling tightly to sleeve, 
no roll-down. 
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No other surgical gloves we know of offer you the new and 
valuable qualities you find in Rollprufs made of DuPont's 
synthetic rubber, neoprene — by Pioneer’s special process. 


Relief from dermatitis caused by rubber gloves... The 
experience of hundreds of doctors and nurses indicates that 
neoprene Rollprufs are free of the allergen in rubber that 
sometimes causes dermatitis — relief has almost invariably 
followed a shift from rubber gloves to neoprene Rollprufs. 


Notably greater finger-tip sensitivity ...Surgeons re- 
port a definitely more acute tactile sense through neoprene 
Rollprufs than through the sheerest rubber gloves. 


More hand comfort during operations... Neoprene 
Rollprufs fit as snugly as any rubber glove but have far less 
constrictive pull to tire and numb the hand during long 
operations. 


Neoprene Roliprufs stand more sterilizings ... Reports 
from users bear out our tests which show that these gloves 
stand an unusual number of trips to the autoclave. 


Flat-banded wrist — no annoying roll-down...No roll 
to roll, an important advantage during trying operations. 
And the flat-banding resists tearing. 


Pioneer neoprene Rollprufs give you more and better 
service for your hospital’s surgical glove dollar. Order from 
your supplier — or write us for further data. 


Manufacturers of Surgical Gloves for More than 20 Years 


THE PIONEER RUBBER COMPANY 
265 Tiffin Road, Willard, Ohio + New York + Los Angeles 




























































Stainless Steel. 


clips do not fall out. 








Eac 2.00 Dozen 
B-2323/SS New Hegenbarth-Adams Wound Clip Apply- 


ee eee $2.50 Dozen 
Order From Your Surgical Dealer 


B-2339/SS Bowen-Adams Wound Clip Rack, made of 


Sait $20.00 CL. AY-AD AMS j 


ing- Forceps, made of Stainless Steel, self-retaining, 


BOWEN-ADAMS | 
WOUND CLIP RACK 


Bowen-Adams Wound Clip 
Rack should be used only with the 
improved Hegenbarth-Adams Wound 
Clip Forceps. 


..AN AID IN CONSERVING WOUND CLIPS 


As an aid in conserving the limited supply of wound clips 
now available, it has been suggested that a wire of clips of 
each size that you use be placed on one of the Bowen-Adams 
Wound Clip Racks where they are ready for use and protected 
from damage. The wound clips not used during an operation 
will remain on the Rack and are ready for use for subsequent 
operations. In this way, the tendency to discard the unused 
portion of a Rack of clips is minimized. 


The 





JUST OUT-- 


Write for our new 
Catalog on your 
letterhead, please. 




























NEW SUPPLIES 


(Continued from page 46A) 


PENICILLIN REVIEW 


“A Review of the Present Information 
Concerning Penicillin” covering the signifi- 
cant work of leading investigators, is now 
offered to interested physicians. Included 
are bacterial studies, with comparisons of 
penicillin and chemotherapeutic agents; 
reported effects of penicillin on resistant 
organisms, chapters on production, prop- 
erties, unitage, mode of action, and 
pharmacology. An extensive bibliography 
provides a key to further reading. 

Abbott Laboratories, North Chicago, Ill. 

For brief reference use HP—717 


ST. MARY’S BLANKETS 


In order to facilitate the distribution of 
their product, and as an added conven- 
ience to friends and customers, St. Marys 
Woolen Manufacturing Company has 
opened a new showroom at 67 Chauncy 
Street, Boston, Mass. The office will be 
in charge of Mr. Charles Dolan, who has 
been with the company for eight years, 
covering the hospital field in New England 
and New York. 

St. Marys Woolen Manufacturing Com- 
pany, 200 Madison Ave., New York, N. Y. 

For brief reference use HP—718 


U. S. AND ENTERPRISE 
JOIN HANDS 


Complete sales and servicing of “Enter- 
prise” meat choppers and coffee mills to 
food retailers is now being handled exclu- 
sively by the U. S. Slicing Machine Com- 
pany, founded in 1909 to distribute the 
Berkel slicers. Continuous expansion has 
placed the company in a leading position 
in the food-machine field. The products 
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include a variety of slicing machines for 
meat, bread, cheese, and other products. 
One of the company’s latest developments 
is a meat-tenderizing machine, known as 
a Delicator. The Enterprise Manufacturing 
Company brings to the new association a 
78-year reputation in the manufacture of 
coffee mills and food-chopping equipment. 
Additional branch offices are being 
established. : 

U. S. Slicing Machine Company, La- 
Porte, Ind. 

For brief reference se HP—719 


RARE METAL TANTALUM 
AVAILABLE FOR CIVILIAN 
SURGEONS 


Tantalum plates, foil, screws, and wire 
to repair broken bones, nerves, and skulls 
will shortly be available to civilian surgeons 
through an allocation just made by the 
War Production Board. By a recently 
completed arrangement with the Fansteel 
Metallurgical Corporation, Ethicon Suture 
Laboratories has been appointed exlusive 
distributor for the Americas, Australia, and 
the United Kingdom, of all tantalum for 
surgical use. The metal has assisted Army 
and Navy surgeons to return to active life 
many cases which in the last war would 
have been disfigured and incapacitated for 
life. Lost portions of the skull, ears, nose, 
and other parts of the face are being 
replaced with tantalum. One veteran has 
a tantalum “belly wall”. Nerves which 
control motion in arms and legs are 
stitched with tantalum thread and 
protected while healing with tantalum 
cuffs. Facial paralysis is relieved by small, 
saddle-shaped pieces of tantalum and wire 
used to pull the corners of the mouth to 
a normal position. Its surgical application 
recognized just shortly before Pearl 
Harbor, tantalum has been widely used 


by Army and Navy surgeons at Walter 
Reed Hospital. 

Ethicon Suture Laboratories, Division of 
Johnson and Johnson, New Brunswick, 
) ee a 

For brief reference use HP—720 


THE SURGICAL SUPERVISOR 

A brochure now current is accompanied 
by a“useful Sterilization Chart, covering 
time tables for use for Pressure Steam 
(Autoclave) Sterilization, and for Hot Air 
Sterilization. There has been demand for 
a chart of this kind to replace the usual 
typewritten instructions found in almost 
all surgeries, and it is recommended that 
the Sterilization Chart be made perma- 
nently available near the sterilizers in the 
surgery. 

American Sterilizer Company, Erie, Pa. 

For brief reference use HP—721 


ATHLETE’S FOOT 

Rapid cure or clinical improvement in 
cases of a widely prevalent epidermor- 
phytosis of the feet, commonly known as 
“Athlete’s Foot,” has been demonstrated 
in clinical tests of 72 acute cases. A 
chemical base of 4-Beta-Ethyl-Hexyl- 
Phenol (Soretone) was used; 12.5 per 
cent of the cases were cured, and in addi- 
tion, 68.1 per cent showed clinical improve- 
ment in ten days time. Based on the result 
of clinical and mycological tests obtained, 
it is the opinion that Soretone is of very 
definite benefit in the treatment of the 
disease which is commonly known as 
“Athlete’s Foot.” 

McKesson Robbins, Inc., New York, 

Y 


For brief reference use HP—722 
(Concluded on page 56A) 
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| The Appearance of Your Staff 
Reflects the Quality of Your Service! 


MEMBER, HOSPITAL 











INDUSTRIES 


When quality is your first consideration, it 


will pay you to consider Snowhite 


Student Nurse Uniforms 
Capes 
Hospital Clothing 


The longer life of Snowhite Apparel makes 
it remarkably low in price on a “cost-per- 


year” basis. 


FS vokdte Garment Mfg. Co. 


2880 N. 30th Street Milwaukee 10, Wisconsin 


ASSOCIATION 











HOSPITAL ACTIVITIES 


(Concluded from page 44A) 


LATE SUMMER COURSE IN ADVANCED 
NURSING EDUCATION 

A late summer course in advanced nursing education will be 
given at Seattle College School of Nursing, Seattle, Wash. The 
term will be divided into two three-week sessions under the 
direction of Sister Berenice Beck, Ph.D., of the Catholic Uni- 
versity School of Nursing. The first session will be held from 
August 8 to 25, dealing with principles and methods of teaching 
and supervision. The second session, from August 30 to Septem- 
ber 20, will discuss ward administration. 


HONOR DAMIEN 

An ambulance plane will be purchased with the $300,000 fund 
raised in war bonds by the students in the Catholic schools of 
the Territory of Hawaii, and it will be dedicated to Father 
Damien. The Treasury Department in Washington, D. C., comply- 
ing with the students’ request that the priest of the lepers 
be so honored, made the following statement: “In that the plane 
is one that will be flown on works of mercy, Damien should 
be pleased. It is a fitting tribute to his memory.” 


NUNS LEAVE TO REPLACE THEIR VICTIMS 
IN AFRICA 


Eleven members of the Society of White Sisters are on their 
way to Africa in response to a plea from the superior general 
at the motherhouse, near Algiers, to replace those killed and 
wounded in the war in Tunisia and Algeria. One of the group is 
an American-born and one a Canadian from Metuchen; eight 
Canadians and one French nun came from Ottawa. The Sisters 
have been sent out by their superior in Ottawa, Mother Loretta. 

The appeal that “the most Sisters possible and as soon as 
possible” be sent from Canada and the United States “to relieve 
those who have fallen on the field of duty” came from Africa 
several months ago but, because of many traveling handicaps in 
wartime, departure was delayed. Mother Loretta appealed to 
the N.C.W.C. Bureau of Immigration, which took up the task 
of securing multitudinous papers. The French Sister’s application, 
for example, had to be acted upon by the U. S. State Department, 
the U. S. Immigration Bureau, the Federal Bureau of Investiga- 
tion, the Army and Navy Intelligence Bureaus, and the Bureau 
of Censorship. The problem of passage for the Sisters also had 
to be solved. The N.C.W.C. bureau was informed that no women 
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or children were permitted to travel on convoy ships and that 
those not in convoy were accepting only military replacements. 
Persistent efforts were finally rewarded with a means of travel 
for. the Sisters. 


COLUMNIST PRAISES NUNS 

The work of a community of Sisters among cancer sufferers 
in the south has been extolled by columnist Morgan Blake in 
The Atlanta Journal on the occasion of the fifth anniversary 
of the Free Cancer Home at Atlanta, Ga. The Sisters are of the 
Order of the Servants of Relief for Incurable Cancer, Hawthorne, 
N. Y., founded by Mother Rose Hawthorne Lathrop. Writing 
in the Atlanta daily, Mr. Blake said: 

“Our Lady of Perpetual Help Free Cancer Home is celebrating 
its fifth anniversary in Atlanta. During these five years the noble 
women who conduct the home have cared for 572 patients, of 
whom 540 were Protestant, 24 Catholic, and eight Jewish. A great 
challenge through the ages has been Cain’s famous question of 
God, ‘Am I my brother’s keeper?’ And no organization of mercy 
answers it more emphatically in the affirmative than the Cath- 
olic Sisters of this cancer home. 

“There are only two qualifications for entry into this home. 
The patient must have an incurable cancer and must be destitute. 
And then these gentle, sweet servants of Christ devote themselves 
to making the remaining months of the patient’s life as com- 
fortable and serene as possible. 

“When Christ departed from this earth He left behind the 
Holy Spirit, the Third Person of the Trinity, to be our 
Comforter and Guide. I am sure that the Holy Spirit spends 
a good part of His time in this cancer home. For in this place 
are people Christ loved best —those who minister in His name, 
and those who are ministered to. Here is selfless service at its 
best and noblest. Here is what He meant when He said ‘In as 
much as ye do it unto the least of these, ye do it unto Me.’ 
Here is what He meant by the charity that is greater than 
faith and hope. 

“Are you inclined, my friends, to sympathize with women 
like these who have severed all earthly ties to labor for the 
Master by washing the sores of cancer-afflicted people? Then 
save your sympathy. For such women as these have realized to 
the fullest the ‘abundant life’ and the ‘peace that passeth under- 
standing’ that Christ promised. They know what happiness 
really is. Compared to such women most of us are just 
‘4-F’ Christians.” 
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Beautiful, dignified, 
permanent. Nothing to 
compare with “Hollister 
Quality” copyrighted birth 
certificates. Produced by 
offset lithography on Hurl- 
but Diploma Parchment— 
all new white rag content. 
Sent to you each enclosed 
flat in envelope to match. 


Perfected 
Footwrint Outfits 


Baby’s footprints and mother’s 
thumbprints on our certificates 
remain as proof of identity for life. 


Long-Reach 
Seal Presses 


A good imprint of official seal of 
hospital on gold wafer attached to 
certificate, adds authority. 


Duplex 
Certificate Frames 


Hollister birth certificates, when 
framed and hanging in home and 
hospital, are productive publicity. 


Sample birth certificates 
and illustrated booklet 
sent upon request. 


Franklin C. Hollister 
Company 


538 West Roscoe Street 
CHICAGO 13 








NEW SUPPLIES 


(Concluded from page 50A) 


OUTDOOR HOSPITALS 


A step toward making possible “outdoor’ 
hospitals, buildings flooded with rays of 
cheerful sunshine by means of tremendous 
windows, is made possible for postwar 
construction by the availability of “thermo- 
pane.” Described as the most revolutionary 
basic improvement in windowpane con- 
struction in many years, the unit — which 
consists of two panes of glass sandwiching 
a dehydrated air space hermetically sealed 
by a_ metal-to-glass-bond—has been 
deemed ready for hospitals after extensive 
field tests and rigorous wartime applica- 
tions, where its merit has been proved. 

Libbey-Owens-Ford Glass Company, 
Toledo, Ohio. 

For brief reference use HP—723 


J 


WECK & COMPANY CATALOG 


Catalog No. 44A, an abridgement of 
Weck comprehensive catalog No. 41, 
reaches us and illustrates the instruments 
now manufactured and the many new and 
approved patterned surgical tools now 
available. It is the answer to the inquiry, 
“What are you doing about post-war 
planning?” “We are dedicating our skill, 
our manufacturing facilities, our energy, 
everything we have, to the making of 
the best surgical instruments ever placed 
in the hands of the surgeon.” Copies may 
be had from: 

Edward Weck & Company, Inc., 135 
Johnson St., Brooklyn 1, N. Y. 

For brief reference use HP—724 


PURCHASE FACTORY 


J. A. Deknatel & Son, Queens Village, 
N. Y., have purchased the manufacturing 
business of L. Steiner, New York City, 
makers of Michel Wound Clips. The 
machinery and equipment of the Steiner 
factory has been moved to Queens Village 
and the making of Michel Wound Clips 
resumed in the Deknatel factory there. 
Deknatel Michel Wound Clips will be 
marketed to hospitals and surgeons through 
the channels now existing for the distribu- 
tion of Deknatel Surgical Sutures in- Silk 
and Nylon, Name-On-Beads and other 
Deknatel products. j 


ARMY-NAVY “E” AWARD 


The Wilmot Castle Company, Rochester, 
N. Y., has been awarded the Army-Navy 
“E” Pennant for achievement in war 
production, according to notification from 
Robert P. Patterson, Under Secretary of 
War, received by Wilmot V. Castle, pres- 
ident of the company. 


FUEL CONSERVATION MANUAL 


There has long been a need for an 
impartial, objective fuel-conservation 
manual. The need was recognized when 
industry began to work with the govern- 
ment bureaus concerned with the problem 
of conserving fuel. There will be published 
soon a manual entitled Fuel Conservation 
Starts With Control, prepared by the Fuel 
Conservation Council for War, the result 
of cooperative effort of the manufacturers 
of automatic controls. This book shows 
how controls are a dominant factor in fuel 
economy. 

Perfex Corporation, 500 W. Oklahoma 
Ave., Milwaukee 7, Wis. 

For brief reference use HP—725 


THE VOLLRATH COMPANY, 
SHEBOYGAN, WIS. 


Announces the appointment of Mr. Car 7 
H. Rickmeier as Sales Manager. Mr, | 
Rickmeier received his education at the | 
University of Wisconsin and has been © 
associated with The Vollrath Co. for the 
past twenty-four years, and, since 1940, © 
has served as a member of the management © 
committee. 


DR. L. EARLE ARNOW 


Dr. L. Earle Arnow has been appointed ~ 
Director of the Medical-Research Labora- 
tories of Sharp & Dohme, succeeding Dr, ~ 
Arnold D. Welch. Dr. Arnow was grad- ~ 
uated as a pharmacist with a BS. d 3 
from the University of Florida. After doing ~ 
graduate work in physiological chemistry ~ 
and biophysics at the University of Minne. © 


sota, he received his Ph.D degree. In 1949 © 


he received his M.D. degree from the Uni- 
versity of Minnesota. 


MR. HARRY J. LOYND 
PROMOTED 


The Board of Directors of Parke, Davis, 
and Company, Detroit, Mich., have an- 
nounced the appointment of Mr. Harry J. 
Loynd to the position of Assistant to the 
President. Mr. Loynd is a graduate of the 
University of Utah and a _ registered 
pharmacist. He joined the Parke, Davis 
organization in 1931 as a salesman in the 
company’s Kansas City branch. In 1937 
he was transferred to Detroit to an exec- 
utive position in the sales department, and 
in 1942 was made Assistant Domestic Sales 
Manager. 


WILLIAM A. WILEY 


William A. Wiley, nationally known 
sterilizer engineer and chief engineer with 
the Wilmot Castle Company, Rochester, 
N. Y., died on April 14, 1944. Funeral © 
services were held in Erie, Pa., where he 
was born 68 years ago. His death was the 
result of an accident. In an effort to save 
his life, his coworkers donated blood for 
transfusion. Mr. Wiley’s retiring and kindly 
disposition had endeared him to all mem- 
bers of the Wilmot Castle organization and 
to all who knew him. 


LEON ROTHSCHILD 


The Hospital Equipment Corporation, 
New York City, with profound grief an- 
nounces the untimely death of its pres- 
ident, Mr. Leon Rothschild in his sixty- 
fourth year, on June 3, 1944. 


“CURITY” FOUNDER DIES 


Mr. Aleck Bauer, founder of Bauer & 
Black, division of the Kendall Company, 
Chicago, Ill., died, June 11, at the age ~ 
of 81. The early development and steady © 
growth of Bauer & Black in the manu- 
facture of surgical dressings and first-aid — 
supplies was due, in large measure, to the 
courage, business ability, and character of © 
Mr. Bauer. Last December, Mr. : Bauer 
completed 55 years of service to his firm. 
Since the merger of Bauer & Black with 
the Kendall Company, in 1928, he was 
chairman of the board of directors of the 7 
Kenda!l Company. 


LAUNDRYMEN TO MEET 


The Institutional Laundrymen’s Associa- 
tion will meet at Philadelphia, Pa., August 
25-26. The corresponding secretary is Mr. 
J. Albert Baxter, Sharp and Dohme,” 
Glenolden. Pa. 
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